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‘Allergy in Relation to Gastro-Intestinal Disease 


Albert F. R. Andresen, M.D., F.A.C.P. 
Brooklyn, New York 


Every medical practitioner frequently 
encounters patients who have had symptoms 
for many years and have been unable to 
obtain any relief from them, They tell of 
the many physicians they have consulted 
without results, they enumerate the various 
cultists who have failed to help them and 
too often they describe not only one but 
multiple operations to which they have 
been subjected to no avail. The problem of 
taking care of these patients, who could not 
have failed to become neurotic or even 
psychotic as a result of their experiences, 
has resulted in the development of suc- 
cessive waves of mental healing, pro- 
pounded by such leaders as Mesmer, Coué, 
and Mary Baker Eddy. Even today, with 
the spread of so-called psychosomatic medi- 
cine, we are going through another phase 
of this type of treatment, which, unfortu- 
nately, has reached the stage where the 
psychological examination is considered by 
careless practitioners to be more important 
than a thorough physical examination, with 
tragic results in cases of real organic 
disease, especially malignancy. Every 
patient, no matter what his complaint, is 
entitled to a careful history, a thorough 
physical examination and laboratory and 
roentgenologic investigations necessary to 
establish a diagnosis. When no organic 
lesions can be discovered, it is well to con- 
sider allergy as the cause of symptoms 
before deciding that the case is entirely 
functional or psychological in origin. 

While allergic manifestations such as 
hay fever, asthma, urticaria, eczema and 
even migraine are being regularly recog- 
nized, the manifestations of allergy in the 
gastro-intestinal tract are pretty generally 
overlooked, although they are probably the 
most common. In a series of 3,500 patients 
with gastro-intestinal symptoms coming to 
my office, 18.7 per cent had some form 
of allergy and 11 per cent had definite 
gastro-intestinal allergic reactions to ac- 
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count for their symptoms. Of the latter 
group in whom all kinds of medical treat- 
ment had been tried and failed, 30 per cent 
had had multiple operations without effect. 

Patients often realize that their symptoms 
are usually caused by the ingestion of cer- 
tain foods, but have been taught to dis- 
regard this fact by attendants who do not 
realize its significance. A careful history 
will often disclose the fact that canker 
sores, heartburn, “gas,” cramps, diarrhea, 
“stomach upsets,’ sick headaches and 
pruritus ani invariably follow the ingestion 
of specific foods, although at times a pro- 
longed study is necessary to establish the 
connection. 


Allergic Manifestations 


It has been definitely shown that allergy 
can cause reactions in the gastro-intestinal 
tract, either along its entire length, as in 
gastro-enteritis, or peculiarly localized to 
one area. Often the reaction can be seen in 
mouth or rectum or demonstrated by 
roentgenologic or laboratory investigation, 
occurring definitely after the ingestion of 
certain foods, drinks or medication, and 
disappearing when these are not taken. 
Human and animal experimentation also 
has established the specificity of such re- 
actions. Walzer and Gray (1), (2), (3), 
and their co-workers, after sensitizing, by 
means of passive transfer, areas of ac- 
cessible mucosa, on hemorrhoids about to 
be operated upon and on colostomies, have 
fed the patients the foods to which the 
mucosa had been sensitized and have ob- 
served and recorded by means of motion 
pictures the allergic reactions occurring at 
the site of passive sensitization. Reactions 
began within three or four minutes, indi- 
cating that they were due to allergens cir- 
culated in the blood after very rapid ab- 
sorption, pi from the stomach. In 
monkeys the same investigators have dem- 
onstrated similar changes in exposed ir- 
testinal loops, which, when excised, showed 
the microscopic changes occurring during 
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an allergic reaction. These reactions greatly 
resembled the changes seen in the skin 
during known allergic manitestations. The 
redness and edema resembled urticaria, and 
microscopically were shown to be accom- 
panied by round-cell infiltration, especially 
of eosinophiles. Localized ischemias pro- 
duced pes or sloughing areas with ulcer- 
ation, mucosal and submucosal hem- 
orrhages and subsequent fibrotic changes 
which resembled eczema, herpes, purpura 
and other allergic skin lesions. From these 
observations it has been demonstrated how 
continuous or repeated reactions, with 
depositions of fibrous tissue or deep 
sloughs, could produce marked organic 
changes and deformities or even perfora- 
tions of various parts of the gastro-intestinal 
tract. Secondary infection may occur and 
produce prolonged and serious complica- 
tions. Mesenteric lymphadenitis may be a 
troublesome accompaniment. 

It is a well-known fact that there may 
be a seasonal variation in sensitivity. Some 
patients may show no allergic reaction even 
to large doses of allergen at certain seasons, 
whereas at other seasons the reactions may 
be intense. It is also known that individuals 
may cease entirely to be allergic to some 
substances and begin to develop new sensi- 
tivities for no known reason. 


Symptomatology 

Symptoms and signs of allergic mani- 
festations may occur in any part of the 
alimentary canal and its appendages, from 
mouth to anus, either in a localized: area 
or throughout the entire length of the 
canal. In the mouth, canker sores, stoma- 
titis, glossitis and edema are the most 
frequent manifestations, causing pain, 
burning, coated or swollen tongue, difh- 
culty in chewing and swallowing and 
halitosis. In the esophagus, edema, redness, 
ulcerations or infiltration may cause pain 
or actual difficulty on swallowing, which 
may at first be only temporary and accom- 
panied by cardiospasm or may become 
chronic, with organic changes, and cause 
constant or permanent obstruction. In the 
stomach and duodenum, the symptoms may 
be merely those of a more or less severe 
gastritis, there may be a typical ulcer 
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syndrome, or repeated insults may produce 
such induration ‘as to cause obstructive 
symptoms. In the’ small intestine, irritation 
may produce pains and diarrhea or more 
chronic changes’ may cause obstructive 
symptoms. Regional ileitis probably always 
starts as an allergic manifestation. Reaction 
in the gallbladder and appendix may simu- 
late acute or chronic disease in these organs 
and with subsidence, of the reactions oper- 
ation may disclose’ no evidence of path- 
ology. In the colon, several syndromes may 
be observed. The mildest may consist only 
of a feeling of. peristaltic unrest, mild 
cramp-like pains or frequent desire to 
defecate, with or without result. There may 
be considerable mucus present in formed 
or in loose stools. There may be some 
symptoms of an acute intestinal obstruction, 
which at operation is found to be due toa 
more or less localized edema, redness and 
induration of the colon which may subside 
during handling of the bowel, or which 
may have disappeared without trace before 
the abdomen has been opened. Another 
severe and serious manifestation, necessarily 
caused by continuous and marked allergic 
irritation, so that the bowel wall goes 
through all the changes to actual sloughing 
with hemorrhage, is so-called non-specific 
ulcerative colitis or colitis gravis. In the 
anorectal region the main symptoms may 
be those of pruritus ani, there may be pain 
from fissures or ulcers in ano, or pain, 
frequent defecation and even bleeding from 
rectal ulcers or cryptitis. The gastro-intes- 
tinal tract, when affected as a whole, usually 
presents the picture of an acute gastro- 
enteritis, with vomiting, cramps and diar- 
rhea, which will last as long as the offend- 
ing allergen is being taken and may con- 
tinue for a few days thereafter. Coincident 
chronic manifestations of the whole gastro- 
intestinal tract are rare. 


Diagnosis 

In view of the fact that allergic reac- 
tions may so closely simulate organic 
disease, it is very important in all patients 
in whom allergy is suspected to carry out 
a very complete study in order to rule out 
organic disease. An allergic patient may 
develop organic changes independently of 
his allergy or as a result of it. In fact the 
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chronic irritation of the gastro-intestinal 
tract caused by frequently et or con- 
tinuous allergic reactions could theoretically 
lead to malignant changes. In a series of 

atients with gastro-intestinal carcinoma, I 
Sicnd the incidence of previous allergic 
symptoms to be more than double that 
usually found in the general run of 
patients. 

The Aistory will usually be of great im- 
portance in making the diagnosis. A family 
history of allergy (it is transmitted in ac- 
cordance with the Mendelian Law), and 
a previous history of definitely proven 
allergic manifestations, even though never 
affecting the .gastro-intestinal tract, is of 
great importance in suggesting the possi- 
bility of an allergic angle to the case in 
question. A history of known constant re- 
lationship between the ingestion of certain 
foods or drugs, such as the occurrence of 
symptoms like heartburn after chocolate, 
loose bowels after milk, vomiting after 
egg, or migraine after onions, is valuable. 
Bizarre symptoms, occurring at irregular 
intervals or periodically, N pease. on certain 
days of the week, should occasion a suspi- 
cion of allergy. The onset or disappearance 
of symptoms at periods of endocrine im- 
balance, such as at puberty, during preg- 
nancy or at the menopause may also be 
suggestive. An acute infection, such as 
food poisoning or bacillary dysentery, may 
occasion the frst onset of allergic symp- 
toms. Symptoms such as outlined above, 
sometimes mild and intermittent, often 
severe and continuous, may be combined 
with anorexia, insufficient food intake, loss 
of weight and the symptoms of food de- 
ficiencies. Secondary infections or even 
absorption of toxic materials from areas 
of sloughing or ulceration may produce 
fever, malaise and generalized pains. 
Chronic recurring symptoms often produce 
character changes and neuropsychiatric 
symptoms. 

All of these symptoms may occasion a 
Suspicion or even a conviction that the 
patient is suffering from allergy, but, as 
emphasized before, organic disease must 
be ruled out. A complete roentgenologic 
study may or may not demonstrate organic 
lesions such as ulcers, perforations, or 
kinks, which may or may not have anything 
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to do with the patient's allergy. However, 
certain changes in the gastro-intestinal tract 
may be quite characteristic of allergy. 
Motility disturbances, such as spasm, writh- 
ing peristalsis, especially in the duodenum, 
or the ‘unstable colon,’ and mucosal 
changes such as puckering, coarsening, or 
obliteration of rugal markings, fuzziness, 
smoothness or defects of the mucosa, espe- 
cially if observed following the ingestion 
of certain foods or flavors, can be often 
demonstrated, especially in cases where the 
patient — to be allergic to a con- 
stituent or flavoring of the _ medium 
used. This is seen where chocolate or milk 
is used with the barium meal, or where the 
patient is sensitive to the iodine in the dye 
used for cholecystography. Chronic infiltra- 
tive lesions secondary to allergy may be 
clearly demonstrated. 

Endoscopic examinations, esophagoscopy, 
gastroscopy and protoscopy may reveal 
the rather characteristic lesions produced 
by allergy or may disclose important or- 
ganic diseases. The edema, reddening, 
puckering or rugal coarsening of the gastric 
or rectal mucosa following the application 
of an allergen may be directly observed. 
In cases in which a marked gastric rugal 
coarsening seen by roentgenologic examina- 
tion has been caused by a constituent of 
the barium meal, gastroscopy will not show 
this coarsening unless the substance is ad- 
ministered. 

Laboratory examinations may be of great 
value. Gastric and duodenal analysis may 
show evidences of disease or may demon- 
strate gastric or pancreatic achylia, permit- 
ting direct absorption of foreign proteins, 
although not necessarily a contributing 
factor to such absorption. The stools may 
show evidences of Levdie, may contain 
mucus and eosinophiles or may demonstrate 
coincident infestations or organic lesions. 
Tests of renal function may implicate renal 
insufficiency or disease as a cause of symp- 
tams. Serological and agglutination tests 
may reveal syphilis or lymphogranuloma 
venereum in the background. Blood chem- 
ical and vitamin examinations and various 
functional tests may be indicated. Blood 
counts, especially the eosinophilia so fre- 
quently found during allergic reactions, 
may be of great value. The sedimentation 
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rate is found increased where sloughing 
and ulceration are extensive. 

A physiological test of value, when it is 
positive, consists in intramuscular injection 
or sublingual absorption of epinephrine or 
pituitrin or the oral or parenteral admin- 
istration of ephedrine or of one of the new 
antihistaminic drugs, following which a 
sudden and dramatic subsidence of symp- 
toms and signs may go far to establish 
the allergic etiology of the symptoms. 

The finding of the allergic factor is the 
really important part of the diagnosis. In 
order to prove that a certain food, drug or 
other ingested, inhaled or vutherwise ab- 
sorbed substance is the cause of symptoms 
it is necessary to demonstrate that the 
symptoms will always be produced when 
this substance, usually though not invari- 
ably a protein, is taken and that the 
symptoms will subside or disappear when 
this substance or other substances also re- 
sponsible are not taken. Skin testing, of 
value in testing for sensitivity to inhalants, 
cosmetics, etc., which may at times cause 
gastro-intestinal symptoms, was formerly 

uite generally used as an indication of 
ood sensitivity, but has been all but aban- 
doned in the case of food allergy, not only 
because positive skin reactions do not often 
coincide with gastro-intestinal reactions but 
also because the final test of sensitivity 
would have to include the proof of spec- 
ificity as above described. Passive transfer, 
used principally in infants, is also not as 
reliable as the actual experimental tests. A 
history of known sensitivities to foods as 
evidenced by the patient having observed 
symptoms after certain foods, must never 
be overlooked. For instance, food like milk, 
known to produce a cathartic effect when 
taken by the glass, may occasion more 
chronic symptoms if taken daily in small 
quantities in tea or coffee, and a food 
known to cause heartburn may also pro- 
duce a peptic ulcer. 

Diet study is the most certain method 
of determining the specific food allergens, 
but it is not an easy method. In fact it is 
trying to the nerves of both doctor and 
— It can be carried out in three ways, 

y the diary method and by food elimina- 
tions or food additions. 

The diary method is mainly applicable 
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to. cases with intermittent symptoms. It 
consists of keeping an accurate record of 
all foods or drinks taken, with time of 
taking arranged in a vertical column along- 
side of columns for recording symptoms, 
bowel movements, etc., so that, by com- 
poe of foods taken at various intervals 

fore the onset of symptoms, an accurate 
estimate of the causes of the symptoms 
may be made. It necessitates a constant 
variation in foods and combinations of 
foods and is aided by the keeping of three 
lists, one of foods known to agree, because 
no symptoms have been produced after 
their ingestion, one of foods suspected of 
causing symptoms and a third of foods 
proven on two or more occasions to be 
the cause of symptoms. 

The elimination method is applicable to 
cases of the intermittent or continuous 
types, consists in starting with a full diet 
and, while keeping a diary, eliminating one 
or two foods at a time until symptoms 
disappear and observing their reappear- 
ance on again resuming these foods. Rowe 
(4), (5) and Vaughn (6) have modified 
this method by arranging diet schedules 
in such a way that symptoms occurring on 
certain days can be accurately ascribed to 
certain foods known to be taken only on 
those days. However, these diets require 
so much accuracy on the part of the patient 
that they are applicable only where expert 
dietitians can guide the patient constantly 
throughout the course of study. Under ideal 
conditions they are surprisingly accurate. 

The addition method, applicable to cases 
with either constant or intermittent symp- 
toms, necessitates as a preliminary step the 
entire elimination of symptoms either by a 
period of fasting (taking only water), the 
ingestion of only one food plus water (as 
in the old Duncan Bulkeley rice and water 
diet), or the taking of a diet consisting of 
only a few foods for the first few days, 
and upon disappearance of symptoms, the 
addition of one or two foods each day 
with observation of results. The records 
kept by the patient need not be as elaborate 
as in the case of the two other methods of 
study, consisting mainly of the foods added 
to the basic diet and the results following 
their trial. In order to avoid the complete 
starvation period I have for some years 
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been employing two test diets which I have 
tound to be of great help. Consisting or 
only five or six foods each, and known as 
numbers 1 and 2, they are based on the 
following hypothesis: An allergic reaction 
occurring intermittently, with periods of no 
symptoms between attacks, must be caused 
by food taken only at corresponding inter- 
vals. It would therefore not be caused by 
foods commonly taken by the patient every 
day. As most people take milk, egg, wheat, 
potato and orange or tomato every day, 
Diet #1 consists of those foods as follows: 
ALLERGY TEsT Diet #1 
5 Foods: Milk, Egg, Wheat, 
Orange 
Breakfast: milk, egg, wheat cereal and 
cream, wheat bread and butter and 
orange 
Lunch: milk, egg or cheese, potato, wheat 
bread and ~- butter, dessert (orange 
flavored custard or wheat pudding or 
whole orange) 
Supper: Same as lunch or breakfast 
Between meals and at bedtime: milk with 
cream and glucose and wheat crackers 
Once having proved that no symptoms 
occur when this well-balanced diet is taken, 
it is very simple to add new articles of 
food until symptoms are produced and then 
proving their specificity by further diet 
tests. Should symptoms be aggravated by 
this diet, showing sensitivity to one of the 
five foods, these can be eliminated one at 
a time or Diet #42 can be ordered at once. 
Symptoms occurring every day, as in the 
case of chronic diarrheas, ulcerative colitis, 
heartburn or abdominal pains, must be 
caused by foods ordinarily consumed every 
day and my Diet #2 avoids the six com- 
mon foods enumerated above as well as 
any others the patient is in the habit of 
taking daily or almost daily. Without these 
foods it is practically impossible to lay 
out a balanced diet, so that this test diet 
must be followed accurately in order that 
results can be promptly obtained without 
undue starving of an otherwise depleted 
patient. This diet consists of the following. 
ALLERGY Test Diet #2 
5 Foods: Gelatin, 2 cereals, 1 vegetable and 
1 fruit 
N.B. The cereals, vegetable and fruit 
are chosen after detailed consultation 
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with the patient seems to indicate that 
they are probably not responsible for 
symptoms. Rice, rye, peas and rasp- 
berries or grapes are particularly de- 
sirable and easily taken and are added 
below as an example. 
Breakfast: Rice, boiled or puffed, Ry-Krisp, 
raspberries, gelatin drink 
Lunch: Boiled rice, peas, Ry-Krisp, gelatin 
drink, raspberries or raspberry jello. 
Supper: Same as lunch or breakfast 
Between meals and at bedtime: Gelatin 
drink, Ry-Krisp and raspberry jam 
The gelatin drink is made by dissolving 
a teaspoonful of plain powdered gelatin 
in hot water and diluting this with water 
and the juice of the berry or fruit selected, 
or by adding the gelatin directly to the 
juice and stirring it in as a powder. 

If symptoms are not promptly alleviated, 
changes will have to be made to this diet 
as indicated by careful study of the re- 
actions in relation to items in the diet. As 
soon as pe ay appear to be relieved, 
preferably after a day or two, once daily 
additions are begun and should consist first 
of proteins, usually meat, and later of 
vegetables, fruits and cereals, bringing the 
patient as rapidly as possible up to a main- 
tenance diet. The common foods of Diet 
#1 should be avoided until a nutritious 
diet has been attained without them, as a 
severe reaction following their use may 
delay the patient’s progress toward proper 
nutrition for days. 

After certain foods have been proved 
to be the cause of symptoms the patient 
should be warned against trying them out 
for some time to come and should be pro- 
vided with a well-balanced diet containing 
foods which have been proved to do him 
no harm. It must also be explained that as 
time goes on new sensitivities may occur 
and old ones may be lost, so that the lists 
of foods agreeing and disagreeing will of 
necessity vary somewhat from year to year. 


Treatment 

In spite of the fact that allergy is so 
common and is being so intensively studied, 
the reason for the occurrence of allergy is 
not known, so that no specific treatment can 
be prescribed. The only reliable prevention 
of allergic reactions consists in the avoid- 
ance of contact with allergens. It must be 
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remembered that not only ingested foods, 
dentifrices and cosmetics but inhaled sub- 
stances like pollens, dusts and powders, and 
the absorption of substances like cosmetics 
applied to lips and eyelids and perhaps 
even to the skin, may cause gastro-intestinal 
allergic manifestations. Seasonal variations 
in the sensitivity to milk may be due to 
variations in the diet of the cows, with 
the patient sensitive to some articles in the 
cow's diet. However, it is well known that 
variations in sensitivity occur seasonally ir- 
respective of such factors, but having to do 
with the patient’s varying sensitivity or 
resistance. When all allergic factors caus- 
ing symptoms have been avoided the 
patient should be well, except in cases 
where complications or intercurrent diseases 
may still trouble and require attention. 
However, in a patient badly depleted as a 
result of prolonged and severe symptoms 
it may be necessary to carry out a definite 
plan of rehabilitation. General treatment, 
consisting of rest, hygiene, sunshine, psy- 
chological care, recreation, adequate high- 
protein diet, with the addition of vitamin 
concentrates, attention to endocrine dyscra- 
sias and the eradication of all focal in- 
fections, is definitely indicated. Sympto- 
matic treatment, including the use of 
sedatives, antispasmodics, hematinics and 
the care of complications, possibly even by 
operation, the local treatment of ulcerations 
in mouth, stomach and rectum, and im- 
munologic or antibiotic treatment for 
secondary infections may all be called for. 

No specific treatment is at hand. How- 
ever, as mentioned before, the administra- 
tion of vasoconstrictors (adrenalin and 
ephedrine) or of antihistaminic drugs 
(benadryl or pyribenzamine) will at times 
produce ponmiet though unfortunately as 
a tule only temporary relief of acute symp- 
toms. In the more chronic cases the symp- 
toms may be little if at all relieved, and 
besides the prolonged use of these prepara- 
tions might conceivably have harmful 
effects. In the past the administration of 
calcium and parathyroid hormone was 
recommended for relief of acute symptoms 
and may at times produce a moderate alle- 
viation of chronic symtoms. In an acute 
attack when an acute abdominal calamity 
can be definitely ruled out, as it often 
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can be by the relief following the above 
mentioned drugs, the elimination of any 
offending substances within the alimentary 
canal by the use of lavage, catharsis (pref- 
erably castor oil) and by enemas is usually 
indicated. This should be promptly fol- 
lowed by the oral or parenteral administra- 
tion of fluids, and by prompt feedings in 
order to stimulate normal gastro-intestinal 
functions, avoiding, of course, any known 
allergenic substances. 

Desensitization is, in contrast to its great 
value in the cases of pollens and other in- 
halants, usually of little value in the treat- 
ment of food allergy, and is —— only 
to foods which are usually taken daily and 
the avoidance of which would entail too 
much hardship. Milk, egg and wheat are 
really the only foods in this category. De- 
sensitization can usually not be carried 
to the point where these foods can be taken 
freely, but may permit of their very limited 
use in beverages, bread, cake or other com- 

ound foods. It may be accomplished by 

ginning with hypodermic injections of 
the purified proteins of these foods in in- 
creasing doses, followed by increasing oral 
doses, or by using the oral method alone. 
In the case of milk this is done by starting 
with one drop the first day and increasing 
the dose at the rate of one drop per day, 
later increasing the increment as_ the 
amounts get larger. In the case of wheat, 
small pellets of wheat bread can be used, 
in the case of eggs, a drop of a mixture of 
egg beaten in water. Non-specific desensi- 
tization by means of artificial pyrexia is 
not permanently effective and may be at- 
tended with some danger. 
Summary 

1. Gastro-intestinal manifestations of 
allergy are very common. 

2. They may result from ingestion of 
food or other allergens, from the in- 
halation of allergens, from their local 
applications to mucus membranes and 
perhaps from their ahsorption through 
the skin. 

3. The manifestations of allergy in the 
gastro-intestinal tract resemble those 
in the skin. 

4, The symptoms depend upon the loca- 
tion, duration, size, depth and com- 

—Continued on page 16! 
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The Heart in Pregnancy 


Frank R. Mazzola, M.D., F.A.C.P. 


Jamaica, N. Y. 
and 
Arthur J. Horton, M.D., F.A.C.P. 
St. Albans, N. Y. 


Since the inception of the Cardiac Clinic 
at Mary Immaculate Hospital in 1934, 914 
patients have been seen. Of these, 176 
were prenatal cases. In this study, 50 cases 
have been reviewed; these cases were not 
selected, but rather, they represent the aver- 
age cross section of our patients. Included 
in the 176 cases were four cases of multiple 
births, one triple pregnancy and three twin 
pregnancies. 

Rheumatic types represented by far the 
largest etiological factor, 74 per cent of 
the cases falling under this category. 
Hypertensive heart disease accounted for 8 
per cent, while congenital heart disease 
totalled 6 per cent; 8 per cent were of 
doubtful etiology; one case showed a com- 
plete situs inversus, and rheumatic heart 
disease with mitral and aortic lesions. 

Over two-thirds of the patients were in 
Class I or ITA, which we believe represents 
the most favorable group. Another 20 per 
cent fell into the IIB, IIC, and Class III 
and IV groups, the prognosis for which, 
naturally, is less favorable. Ten per cent 
of the favorable group, after postpartum 
study, were classed as potential or possible 
heart disease. 

The vast majority of the favorable group 
went through pregnancy without any undue 
complications. Attention was paid to diet, 
fluid intake, weight gain, and most im- 
portant of all, to one hour’s complete rest 
following meals. The latter, with mild 
sedation, was found to relieve many of 
- symptoms of which these cases com- 
plain. 

The more unfavorable group, embracing 
Classes IIB to IV, were, in the main, 
digitalized during the end of the first and 


From the Department of Medicine, Mary Immacu- 
late Hospital, Jamaica, ¥. 

Read before the Scientific Session of the Associated 
Physicians of | 1 , at Mary Immaculate 
ospital, June 17, 1947. 
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during the second trimester. These cases 
constituted from 20 to 25 per cent of the 
cases seen. A detailed report on some of 
these will be gone into later. 

The second stage of labor has been very 
interesting; 64 per cent of cases delivered 
spontaneously; 14 per cent were breech 
extractions; one footling breech was de- 
livered; 18 per cent were assisted by either 
low or mid-forceps; 4 per cent were de- 
livered by version. Averaging the total 
cases, it was found that the average second 
stage lasted 44 minutes, both in operative 
and spontaneous cases. 

In the favorable group, consisting of 
about 70 per cent of cases, spontaneous 
delivery occurred, with an uneventful 
puerperium. Follow-up work in these 
showed that six weeks after delivery, prac- 
tically all symptoms had subsided; and 
several were classed as potential heart 
disease. 

Recurring pregnancies occurred in many 
cases; and it has been our experience that 
with careful observation, succeeding preg- 
nancies can be carried through successfully. 
A few exceptions will of course occur. 

In the group II, or more unfavorable 
group, embracing Classes IIB to IVE, 
several cases have been selected for evalu- 
ation, both in prenatal care and delivery, 

A moe & heart disease, with 
obesity, showed bilateral papilledema, with 
an optic neuritis; she was on maintenance 
doses of digitalis for the last trimester; 
the second stage lasted ten minutes. Her 
hypertension persisted on follow up. 

A rheumatic type was admitted three 
weeks prior to delivery, with gallop 
rhythm. She was digitalized; a spontaneous 
delivery occurred; the second stage lasted 
five minutes. 

Another rheumatic type, with double 
mitral and aortic lesions, was admitted 
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two days prior to delivery; she had been 
digitalized. The second stage lasted seven 
minutes. 

A double mitral lesion, of rheumatic 
etiology, in a fourth case, was admitted at 
614 months; she was digitalized, and 
placed on a 1,000 calorie diet. Delivery 
was accomplished by a version and ex- 
traction owing to a cord prolapse; the 
second stage lasted about five minutes. 
During the post-partum period, she was 
maintained on digitalis, aminophyllin, and 
ammonium chloride. Five years later the 
patient expired of a pulmonary embolus. 

A fifth rheumatic type was admitted 
during the sixth month with a toxemia ot 
pregnancy; a pyelonephritis was present. 
She was delivered at term with BW for- 
ceps; the second stage lasted one hour and 
twelve minutes. Post-partum, her apical 
rate varied from 100 to 120/min. Prior to 
delivery, moderate edema of the face and 
feet was present; urinary albumin was 4+. 
Whole blood was given following delivery. 

An obesity hypertensive type was ad- 
mitted during the seventh month; parox- 
ysmal dyspnea occurred at intervals during 
the next two months. She was placed on a 
low calorie diet; digitalis was given, as 
well as xanthines. Spontaneous delivery 
occurred, the second stage lasting ten 
minutes. Three months post-partum her 
blood pressure, which was 140/80 just 
before labor, rose to 170/100. 

Two of our cardiacs were seen with 
pulmonary complications — a rheumatic 
type, who was digitalized during her fourth 
month, was admitted in labor with a 
bronchopneumonia and was delivered of 
twins. She was placed on penicillin and 
made an uncomplicated recovery. A hyper- 
tensive type, para IX, was delivered by 
breech extraction of a stillborn; a chill 
occurred three days later, with many basal 
rales present; she had been placed on 
penicillin on her second day post-partum. 
Temperature subsided on the fifth day. 

A hypertensive type, para IV, developed 
a pyelitis three days post-partum, as well 
as a pleurodynia two days prior to delivery. 
These complications cleared within six 
days. 

Two years following the uneventful de- 
livery of a rheumatic type, the patient be- 
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came obese, developing a marked hyper- 
tension. Two years later, she was delivered 
of a full term stillborn; no signs of de. 
compensation were present. Her blood 
pressure varied from 230/130 to 190/120, 
with a low fixed specific gravity. 

In considering deaths occurring during 
pregnancy, labor, or the puerperium, no 
deaths occurred during labor in this 
hospital. 

A rheumatic type, active, was admittec 
for one month; auricular fibrillation was 
present, with decompensation. She expired 
during her sixth month of a pulmonary 
embolus. 

Another rheumatic type, with double 
mitral and aortic lesions, was delivered un- 
eventfully; six years later, after 62 days of 
hospitalization, she expired of a pulmonary 
embolus. 

A rheumatic type, with a double mitral 
lesion, fibrillating, expired following a sec- 
tion in another hospital. 

A rheumatic type para VIII, with double 
mitral and aortic lesions, expired of a 
cerebral embolus several years after her 
last delivery at the age of 44. 

A para XII, with hypertensive heart 
disease, expired of a cerebral hemorrhage 
at the age of 46, five years after her last 
delivery. 

Three years after her last delivery, a 
rheumatic type, fibrillating, with double 
mitral and aortic lesions, expired suddenly 
at home. Several months post-partum she 
had been admitted in decompensation; re- 
turning home at the end of a month in 
ood compensation. 

Thus it will be seen that of 176 pregnant 
cardiacs seen 7 have expired; none in labor 
with the exception of a section which 
was performed in another hospital. One 
case expired at the sixth month, apparently 
of a pulmonary embolus. 

In the consideration of treatment of the 
regnant cardiac, a number of facts must 
E borne in mind. According to Stroud, 
the work of the heart increases about 50 
per cent, due to the presence of a modi- 
fied arteriovenous fistula in the placenta. 
An increase of 12 to 20 beats per minute 
is common with an increased pulse pres- 
sure, due to the greater fall of diastolic 
pressure as compared to the systolic. An 
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increase of from 400 to 1200 cc. in blood 
volume is important; the increasing size 
of the uterus, increase in body weight ana 
metabolism also enter into the picture 
Cardiac output also increases out of propor- 
tion to the oxygen consumption, especially 
during the last weeks of pregnancy. There 
is a tendency to retain salt and water, with 
an increase in desoxycorticosterone effect. 
The actual heart load reaches its peak 4 
to 5 weeks before term, and then tends to 
decrease, due to adjustment in the cardiac 
dynamics. The vital capacity rises slowly 
during pregnancy, but falls critically when 
the uterus is emptied; the average normal 
case, or a cardiac who is well compensated, 
can tolerate this fall, whereas a cardiac with 
failure cannot do so. Increased blood flow, 
with diminished blood viscosity, is also 
important during pregnancy. 

Rheumatic heart disease represents by 
far the largest etiological factor in the 
pregnant cardiac; from 75 to 90 per cent 
of the cases fall into this group. Hyper- 
tensive types occur in 8 to 12 per cent; 
congenital hearts from 4 to 8 per cent. 
Luetic heart disease in pregnancy is not 
often seen; and coronary types are infre- 
quent. 

Pregnancy may often present apparent 
features of organic heart disease which are 


functional, and may be considered as neu-° 


rocirculatory asthenia or cardiac neurosis. 
Faint systolic murmurs, rapid rates, dysp- 
nea, palpitation, and even puffiness of the 
ankles (due to the presence of the gravid 
uterus) may be present. 

A group with simple mitral insufficiency, 
a moderately loud or loud systolic murmur 
at the apex, a past rheumatic history, and 
showing slight enlargement, may, if no 
evidence of failure is present, be con- 
sidered as normal pregnant women. The 
maternal mortality in these cases is 1 per 
cent or less. 

The third, and most important group, 
which embraces patients exhibiting definite 
evidence of mitral stenosis or of aortic 
valvular disease, should be carefully studied 
throughout their pregnancy. Auricular 
fibrillation is common in these types, and 
the ever present menace of congestive 
failure gives rise to an increasing maternal 
mortality. It is of vital importance to care- 
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fully evaluate the early evidence of con- 
gestive failure. Dyspnea on exertion not 
previously experienced, cough on effort, 
persistent basilar rales, hemoptysis, the 
presence of auricular fibrillation and early 
reduction in vital capacity must all be 
watched for. With decompensation, it is 
often necessary to keep the patient prac- 
tically in bed during the remainder of the 
pregnancy. 

In congestive heart failure during 
pregnancy, salt restriction, a diet calculated 
to maintain adequate protein and carbo- 
hydrate intake, with restricted fluid intake, 
are of great importance. Digitalis, in the 
presence of failure, is indicated just as in 
the non-pregnant cardiac. Diuretics are of 
great value; mercuhydrin or salyrgan with 
theophyllin, with ammonium chloride given 
thereafter, will often help in maintaining 
a fluid balance. Venesection, in acute pul- 
monary edema occurring during pregnancy, 
is occasionally a life saving measure. 

During delivery of the cardiac who has 
been in decompensation, the position of the 
delivery table is important. The more 
dyspneic the patient, the more upright she 
should be. During this period, the venous 
side of the circulation is of great import- 
ance, especially in view of the selection 
of an anesthetic. Spinal anesthesia, caudal 
and other forms of block, tend to pool 
blood in areas, producing thereby a blood- 
less phlebotomy. This type would, there- 
fore, appear better than general anesthesia. 
Usually, patients do not go into failure 
during labor if they have not failed before. 
Following emptying of the uterus, the vital 
capacity falls rapidly, and signs of con- 
gestive failure may yon The prompt use 
of stimulants, rapid digitalization, if digi- 
talis has not been used before, oxygen, 
and plasma or 50 per cent glucose to com- 
bat shock by mobilizing fluids are of great 
aid. Large quantities of fluids should not 
be given for the first 24 hours, because of 
auto-infusion due to the contracting uterus. 

Of great interest to both physician and 
patient is the prognosis of the pregnant 
cardiac. We may well ask ourselves several 
questions on this. How did the patient do 
before pregnancy? A meticulous history, 
the functional classification, the economic 
status of the patient, and laboratory studies 
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are of importance. As a rule, Class IIB or 
better is favorable; Class IIC or worse is 
unfavorable. Exclusion of the so-called 
“relative” type of failure, with increased 
pulse rate, dyspnea, orthopnea, and edema 
which may not be due to actual failure. 
The history in a case of this type may aid 
the physician a great deal. Electro-cardio- 
graphic studies, x-ray measurements of the 
size of the heart, the presence of anemia, 
and an idea of renal function, will aid in 
differentiation. With all these findings, a 
balanced evaluation of the case should be 
made, without giving too much weight to a 
single feature or to laboratory findings. 
Sudden unusual weight gain should be 
properly evaluated. 

The patient should know the risk, and 
the importance of cooperation. It is nec- 
essary to continuallly take inventory of the 
patient’s general health, anemia, toxemia, 
any increase in dyspnea, and fluid balance. 
Cardiacs or supposed cardiacs referred to 
the Mary Immaculate Hospital Cardiac 
Clinic continue under supervision until de- 
livered, and are then reviewed again post- 
partum, with a view to re-evaluation. 
Proper and frequent visits to the cardiac 
clinic, information as to home conditions, 
with follow-up by the social worker in an 
attempt to alleviate unfavorable home life, 
are all necessary. With early signs of de- 
compensation, closer supervision, both in 
the cardiac clinic and at home, is carried 
out. Hospitalization, if necessary, is resort- 
ed to. The control of weight and nutrition, 
prevention of intercurrent respiratory infec- 
tion, along with early recognition and ener- 
getic treatment of congestive failure, are 
all considered to be vital to the patient's 
welfare. Pregnancies are no longer ter- 
minated before term, as we believe it to be 
unnecessary and an added risk. 

We do not believe that pregnancy 
shortens life expectancy in rheumatic heart 
disease. There ar¢ numerous instances of 
mitral stenosis cases who have survived 6, 
8, or even 10 pregnancies; but a good many 
have succumbed, just as non-pregnant 
cardiacs have. There is very little evidence 
to show that cardiacs going through preg- 
nancies without failure shorten their lives. 
Reid showed that married women who have 
borne an average of more than 5 children 
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died at an average age only slightly less 
than unmarried cardiacs. Pardee observed 
157 organic cardiacs with no failure on 


‘considerable effort to have a mortality rate 


of zero; less than 1 per cent of deaths 
occurred in patients with slightly restricted 
activities, while of those with greatly lim- 
ited activity, 3.5 per cent died. In bed- 
ridden cases, the mortality was nearly 30 
per cent. Fitzgerald and Hamilton report 
a similar range. Jeffer’s mortality rate for 
Class IIB or better is 3.5 per cent; and 
16.7 per cent for 2C or worse. An 
established auricular fibrillation greatly 
increases the mortality in the unfavorable 
group. In patients beyond 35 years of age, 
the average mortality is nearly twice that 
of the 20-25 age group, considering a life 
history of rheumatic heart disease. The 
rognosis of hypertensive types is slightly 

tter than rheumatics. Hamilton believes 
the hypertensive process is hastened by 
pregnancy. In congenital heart disease, with 
septal defects, the prognosis is less favor- 
able; they may develop right to left shunts, 
often after delivery; 3 out of 14 died in 
Hamilton’s series. But, as a rule, con- 
genitals do fairly well. The generalized 
mortality in rheumatics is 2.5 per cent in 
the favorable cases, pulmonary embolism, 
subacute bacterial endocarditis, and sepsis, 
being in the main responsible. In general, 
with all types, the larger the heart, the 
greater the possibilities of congestive fail- 
ure. A good capacity for effort 1s favorable 
to a good prognosis, except in aortic in- 
sufficiency, where failure may be sudden 
and without warning. 

Few of our patients had congestive 
failure before the sixth month; failures 
were clustered in the seventh to eighth 
calendar months. We believe that so-called 
therapeutic abortions, performed elsewhere, 
have caused more deaths than the over-all 
percentage of cardiac deaths in pregnancy. 
We have not found pregnancy to increase 
the incidence of rheumatic fever recur- 
rences. Planned pregnancies, between the 
ages of 25 to 35, appear to give the lowest 
mortality. Shortening of the second stage 
of labor is also highly desirable. Recent 
statistics are much more favorable as to 
mortality. Increased vigilance throughout 

—Continued on page 167 
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SPECIAL ARTICLE 


Modern Therapy of Leprosy 


The dislocation of our population caused by the war and the 
migration of people throughout the world makes leprosy a 


disease, once rarely if 


ever encountered, now one to 


be kept 


in mind, This disease is frequently confused with other condi- 
tions and most commonly with syphilis. For these reasons this 
review of this age-old disease is presented as a refresher for the 


general practitioner. 


Leprosy is defined as a chronic, com- 
municable disease with predilection for the 
skin and peripheral nervous system. The 
incubation period is unusually long and the 
prognosis is unfavorable. 

The greatest deterrent to development 
of modern methods for controlling lep- 
rosy has arisen as a result of its antiquity, 
superstition and unscientific prejudice. 

Between three and five million people 
throughout the world are affected by lep- 
rosy which is also known as Hansen’s 
disease, being named after the man who 
first described the acid-fast organism be- 
lieved to cause the condition. Although 
considered as chiefly a tropical and sub- 
tropical disease, leprosy may frequently be 
found in all climates and therefore climate 
is considered secondary.? It usually at- 
tacks young people between the ages of 
ten and twenty-five years and rarely de- 
velops in persons under six years of age 
or over fifty. Children are particularly 
susceptible to it but due to the long in- 
cubation period it may not become apparent 
until the child is full-grown. However, 
it is believed that most adults who have 
leprosy contracted it through some inti- 
mate and prolonged contact in childhood. 
More men contract the disease than women. 
Although the colored race appears to be 
more susceptible to leprosy, it is pos- 
sible that this susceptibility may be 
attributed to lower economic levels re- 
sulting in lower standards for sanitary 
facilities. There is no substantial founda- 
tion for believing that the disease is 
hereditary since it apparently may be ac- 
quired from a brother or sister as readily 


From the Editorial Research Department of the 
Mevicat Times. 
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as from parents. However, a predisposi- 
tion to leprosy may be inherited, thus ac- 
counting for its being a family disease. 
Removal of a child from the leprous en- 
vironment immediately upon birth reduces 
the possibility of its development.* ‘ 


Etiologic Agent 

Hansen in 1874 first described the or- 
ganism which is always associated with 
leprous lesions but no definite evidence 
has been found to prove absolutely that it 
is the cause. This bacillus is an acid-fast 
rod resembling the tubercle bacillus in size, 
shape and staining reactions, but it is usu- 
ally present in much greater numbers and 
is frequently arranged in bundles in the 
smear. The bundles aid in differentiating 
the organism from M. tuberculosis. Guinea 
pig inoculation will also aid in identifica- 
tion since the animal is susceptible to tuber- 
culosis but not to leprosy.’ 


Transmission 


Little is known of how leprosy is con- 
tracted. In hundreds of cases where ex- 
perimental inoculation of the disease in 
humans was attempted there is no evidence 
that any contracted the disease. There 
have been one or two reports where it was 
believed that the disease was contracted 
through immunization but this is highly 
controversial. 

Abrasion or ulceration of the affected 
mucocutaneous surfaces allows for the 
escape of the leprosy organisms from the 
body. In those cases where there are oral, 
nasal and pharyngeal lesions the organisms 
are found in the sputum and nasal secre- 
tions. Thus the escape of organisms is 
easily explained but no clear evidence has 
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been established as to how they enter the 
new host. Some believe that they enter 
through the nasal mucosa since lesions are 
frequently found here early in the course 
of the disease. However, any broken skin 
surface is believed to serve as the portal 
of entry. It is also possible that the infec- 
tion may enter through the gastro-intestinal 
tract.1 Some have suggested the possibility 
of transmission by insects but this, too, has 
not been proven. At present one can there- 
fore conclude that it is a contact disease. 


Classification 

There are two clinical types of leprosy 
possible due to the fact that the disease 
affects chiefly the cutaneous and peripheral 
nervous systems. The first type is known 
as the lepromatou;, nodular or cutaneous 
and the second the neural or maculo- 
anesthetic. If both types are present as 
shown by the lesions it is known as mixed 
leprosy. There is also a sub-neural type 
known as tuberculoid leprosy. In this type 
the tissue reaction to infection acts like 
that of tuberculosis. 


Symptoms 

Leprosy has a longer incubation period 
than any other disease, thus its onset is 
slow and insidious. This period ranges 
from two to twenty-five years but on the 
average lasts for four to ten years. Thus 
it usually is observed in individuals be- 
tween twenty and thirty years of age. Be- 
cause of this long period of incubation 
some of the more common symptoms may 
be overlooked. Pre-eruptive symptoms in- 
clude backache, pains in the muscles and 
joints, headaches, chills and fever, malaise, 
lassitude, emaciation and digestive dis- 
turbances. Nasal obstruction accompanied 
by a chronic rhinitis and repeated epistaxis 
may be noted early in the disease. These 
symptoms mav not be considered by the 
patient when he visits the physician to de- 
termine the cause of the macular or nodu- 
lar eruption which finally appears. Pre- 
ceding the eruption there may be anes- 
thesia of an extremity to such a degree 
that a burn or other injury to that ex- 
tremity causes no pain. In some cases 
there may be a trophic ulcer, loss of eye- 
brows, contraction of a little finger or 
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erythema nodosum. The buttocks, thighs, 
arms and trunks or the covered portions 
of the body usually show macular lesions 
whereas the face and limbs or exposed 
portions show nodules. The nodules vary 
in number, consistency and color. They 
may be firm or soft and range from light 
red or copper to brown in color. They 
grow rapidly and fuse together to form 
tumor-like infiltrations. 


Lepromatous Leprosy 


Nodules are characteristic of leproma- 
tous leprosy and they may be accompanied 
by a diffuse infiltration in the skin. The 
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Fig, 1. Distribution of leprosy in the United 
States and surrounding areas, 


natural folds of the skin are accentuated 
by the thickening which occurs. The face 
becomes disfigured and leontiasis results. 
Masses of thickened folds and nodules 
make up the forehead, cheeks, nose and 
chin and the ear lobes become pendulous 
and nodular. Lesions are also most likely 
to occur on the external surfaces of the 
upper and lower limbs. Although the 
lesions may spread and involve the entire 
skin there are certain areas of skin which 
are not affected. These include the hol- 
low over the lumbar spine, the scalp, the 
antecubital, popliteal, orbital, retro-auricu- 
lar and interdigital spaces, the palms, thc 
soles, the axillae and the groin. The nasal, 
oral, pharyngeal and laryngeal surfaces are 
involved in mucosal leprosy. Ulceration 
and hemorrhage occur as a result of infil- 
tration of the nasal mucosa. Inspissation 
of nasal secretion results in crust-forma- 
tion and tumefaction of the mucosa so 
that nasal breathing is made difficult. 
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Saddle-back or other types of nasal de- 
formity may occur if the case iy tre 
so far as to cause perforation of the septum 
or crumbling of the cartilage. 

Lepromatous leprosy is sometimes com- 
plicated by stenosis of the larynx resulting 
from infiltration and edema of the mucosa 
sf this organ as well as ulceration and 
scarring. This complication is recognized 
by the presence of a dry, hacking cough, 
and a husky voice which gradually becomes 
merely a whisper. Spasmodic attacks of 
asphyxia also are observed. 

Leprosy attacks the conjunctiva, cornea 
and uveal tissues as well, resulting in 
leprous keratitis and recurring conjunctivi- 
tis and iridocyclitis. Eventually the cornea 
becomes opaque and blindness results. A 
study of the patients at the National 
Leprosarium in Carville, La. reveals that 
approximately 8 per cent of the patients 
are blind. 

Infection of the viscera commonly oc- 
curs in lepromatous leprosy as granuloma- 
tous infiltration of the spleen, liver, adren- 
als, testes and bone marrow develops. 
There is usually generalized lymphaden- 
opathy as well. 


Neural Leprosy 


In neural leprosy the erythematous 
macule or lepride is the first clinical sign. 





Fig. 2. Early lepromatous or nodular type 
of leprosy. 
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Fig, 3. Early neural or maculoanesthetic type 
of leprosy. 


The lesion may become quite large, grow- 
ing by peripheral extension and subsiding 
in the center. Thus is developed an annular 
macule with a hyperpigmented edge and an 
atrophic, depigmented center. Heat, cold, 
pain and touch no longer affect the cen- 
tral portion. These macules may become so 
large as to include a considerable portion 
of the torso or of an extremity. 

An ascending neural infection will cause 
the nerve trunks to become larger, nodular 
and indurated and palpation of some such 
as the ulnar and other peripheral nerves 
will reveal this condition. Acute neuralgic 
ne usually precede any disruption of 

unction and when this occurs there is 
developed areas of anesthesia, muscular 
atrophy and neurotrophic changes. 

Footdrop; claw hand; opaque, brittle 
nails; anhydrosis; acrocyanosis and trophic 
ulcers (painless and stubborn) are com- 
mon occurrences as the various nerves be- 
come affected. Facial paralysis results 
when the facial nerves are attacked. At 
first it is limited to the upper half but 
later a masklike appearance occurs as a re- 
sult of smoothing out of all muscles of 
expression due to complete facial paralysis. 


Mixed leprosy 


Most patients have both lepromatous 
and neural leprosy or they may start with 
the former and gradually develop’ the 
latter. 
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Tuberculoid Leprosy 

The macular lesions of tuberculoid 
leprosy differ from the above in that they 
are rubbery and have well outlined edges. 
There is a decrease in sensation but not 
complete anesthesia. These lesions usu- 
ally develop in the orbital region in asym- 
metric distribution and grow more rapidly. 


Lepromatous Fever 

Lepromatous fever, also known as 
febrile episodes or acute lepra reactions, 
occurs in all cases of leprosy. It is charac- 
terized by systemic reactions accompanied 
by chills and fevers, acute skin eruptions 
and malaise. Such periods or episodes vary 
in length of time from two to four weeks. 
The fever may be intermittent or remittent. 
Various types of skin eruptions accompany 
the fever. The most commonly occurring 
one is erythema nodosum which appears 
in crops of raised, red nodules which are 
extremely tender. Next in frequency of 
occurrence is the erysipeloid eruption 
which is usually observed on the face or an 
extremity. Severe febrile reactions are 
sometimes accompanied by bacillemia 
which is thought by some to be responsible 
for dissemination of the disease. Some 
also believe that mild febrile reactions are 
beneficial. 
Diagnosis 

Over one-third of the leprosy patients 
admitted to the National Leprosarium have 
been previously diagnosed and treated as 
syphilis cases since the lesions of both 
these conditions are so similar in nature. 
Unfortunately, cases of uncomplicated 
leprosy frequently give a positive reaction 
to both Wassermann and Kahn serologic 
tests and no test has been devised to dif- 
ferentiate the two conditions. Leprosy is 
less frequently confused with rheumatism, 
neuritis, simple rhinitis, sinusitus, ring- 
worm; eczema, malaria and _ tuberculosis. 
It is necessary also to distinguish between 
leprosy and some of the less common 
diseases such as yaws, lupus erythematosus 
and vulgaris, Boeck’s sarcoid, vitiligo, 
ee and von Recklinghausen’s 
isease. In some cases there may exist both 
leprosy and one of the above.*** 

It is important that leprosy be kept in 
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mind in diagnosis when the physician 
encounters a suspicious case since the diag- 
nosis of leprosy is relatively easy at any 
time later than the period of very early 
manifestations. A complete inspection of 
the body under ample illumination should 
be made. The examination of lesions for 
Mycobacterium leprae is most important 
and it should always be performed to es- 
tablish a positive diagnosis.1* The technic 
as given by Dr. Frederick A. Johansen, 
one of the world’s greatest leprologists, is 
as follows: The selection of the site to be 
examined is important. The most marked 
and indurated lesion, or part of a lesion 
should as a rule be chosen, such as a nod- 
ule, or the raised margin of a macule or 
suspicious looking infiltration of the skin 
of the forehead, or face. If there is no 
outstanding lesion, the edge of the lobe 
of the ear may give results, as it is a 
particularly common site of infection. The 
skin should be rubbed with alcohol thor- 
oughly, then pinched up in a fold, with 
enough compression applied to stop or 
minimize bleeding. A small cut is now 
made with a sterile scalpel, 55 mm. or so 
in length, and just penetrating the outer 
skin. The first blood or lymph that ex- 
udes is wiped off, and then, with the knife 
blade turned transversely to the line of the 
cut, the sides and bottom of the cut are 
scraped sufficiently to obtain a little actual 
tissue pulp from below the epidermis. The 
small amount of material obtained is trans- 
ferred with the knife to a slide, and a uni- 
form smear is made and stained by the 
regular Ziehl-Neelsen method. The his- 
topathologic examination is likely to be 
fallacious in leprosy unless acid-fast or- 
ganisms are demonstrated in the sections, 
since the cellular picture in leprosy is by 
no means characteristic.1® Before a nega- 
tive report is given it is mecessary that 
smears * made from several lesions. Con- 
firmatory evidence may be obtained from 
biopsy sections stained to show presence 
of acid-fast bacilli. If the bacteriological 
findings are negative it is important that 
lepromatous leprosy is not diagnosed. 

In some atypical cases diagnosis of lep- 
rosy may be impossible for several years 
even though it is suspected. Of the usual 
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Fig. 4. Technic of Bacteriologic Test for 
Leprosy. 


MEDICAL TIMES, APRIL, 1948 


physical diagnostic methods, other than 
laboratory tests, only two, inspection and 
palpation, are required in the study of 
cases suspected of leprosy. The inspection 
will detect discoloration of the skin, 
whether in the direction of increased, de- 
creased, or unnatural pigmentation, loss of 
eyebrows, and evidence of trophic changes. 
Careful palpation will disclose whether or 
not the skin lesions are infiltrated; it will 
confirm the visual evidence of trophic 
changes; and, finally, and very important, 
it will detect enlargement of the nerves. 
Many mistakes are made in the recognition 
of apparently enlarged nerves which might 
be avoided if the dictum attributed to 
Hansen were followed, that nerves should 
not be regarded on re mer as abnormal 
unless they show definitely cylindrical, 
spindle-shaped, or beaded enlargement. Use 
of a cotton-tipped applicator and of a sharp 
pin will detect anesthesia and analgesia.1® 

The bacteriological examination is not 
always positive in neural leprosy so that 
diagnosis must be based upon the neuro- 
logical findings such as circinate macules 
with the central portion possessing no re- 
action to pain, heat, cold or touch; en- 
larged nerve trunks; muscular atrophy; 
claw hands; bone absorption; and trophic 
ulcers. The latter may be present in the 
absence of or in addition to the characteris- 
tic macules. 


Neural leprosy may be differentiated 
from syringomyelia and other diseases by 
means of the histamine test. The technic 
of this test is as follows: A drop of 1:1000 
histamine phosphate solution is placed 
upon the epidermis which is then punc- 
tured with a needle through the drop. 
If the peripheral nervous system is intact 
the localized wheal produced will be sur- 
rounded by a zone of hyperemia (caused 
by reflex). Therefore on a patient where 
the wheal produced does not have this zone 
of hyperemia leprosy may be suspected. 

It is important that tuberculoid leprosy 
be differentiated from lupus erythematosus 
and vulgaris and Boeck’s sarcoid. Since 
the histopathology is not always reliable 
this diagnosis is dependent upon a positive 
histamine test, observation of anesthesia 
and presence of acid-fast bacilli. 
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A photo-oxidasic test has been devised 
which is believed to be of value in the 
prognosis of leprosy and the discrimination 
of its clinical forms; this is used in asso- 
ciation with bacterioscopic tests, as for in- 
stance the leprolin test, histopathological 
findings and other means in cases in which 
the clinical examination is not sufficient to 
determine a diagnosis or prognosis of 
leprosy.*? 

A significant aid in diagnosis of leprosy 
is the history of contact with a known 
case, if this contact has occurred in a re- 
gion in which the disease is known to 
spread. If it has occurred in a region 
where the disease does not spread it is 
not significant. If the patient has lived 
in the tropics or subtropics or some place 
which is a known focus of leprosy at some 
time longer past than the minimum incu- 
bation period of the disease (two to twenty 
yeats previously) leprosy should be sus- 


pected. 
Prognosis 

If leprosy is untreated the course of the 
disease is unpredictable. Some cases may 
undergo spontaneous remission but most 
involve more and more tissue with serious 
complications. Death usually results from 
lepromatous leprosy in 10 'to 20 years. In 
neural leprosy the normal span of life is 
frequently not affected but the gross dis- 
figurement accompanied by ulceration, 
necrosis and paralysis makes the sufferer 
a most miserable individual and an object 
of great pity. Tuberculoid leprosy has a 
more favorable prognosis unless it passes 
into lepromatous leprosy. In the latter it 
is believed that 50 per cent of the cases 
can be arrested whereas in neural leprosy 
this figure is only 25 per cent and in 
lepromatous leprosy it is reduced to 5 
per cent. Tuberculosis, pneumonia or a 
nephritis associated with amyloid disease 
usually also occur and bring about death. 


Therapy 

Leprosy is one of the diseases for which 
there is no specific therapy but there are 
certain drugs which have shown value. It 
is obvious that the earlier treatment is 
instituted the better and the greater is the 
likelihood of success. General hygienic 
measures are as necessary as in tuberculosis 
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and have been found to improve the gen- 
eral condition of the patient. Although 
not a requirement, most patients have been 
found to improve upon admission to a 
leprosarium where their manner of living 
is more carefully regulated. 

Although most of the Latin American 
countries are doing their utmost to seg- 
regate leprosy patients, this is not true of 
the United States. There is a National 
Leprosarium in Carville, Louisiana, which 
is a complete community in itself and run 
somewhat along the lines of a resort. It 
is under the supervision of the United 
States Public Health Service and is the 
most modern of its kind. It not only pro- 
vides treatment but also conducts research 
in leprosy as well. Patients may have vis- 
itors every day for 12 hours and are al- 
lowed to go home twice a year for 30 
days and also for emergencies. However, 
no children under 10 years of age are al- 
lowed to visit due to the belief that the 
disease is acquired chiefly in childhood. 
Recreation facilities are ample. There is 
no charge for most things other than in 
the canteen and commissary. Personal 
clothing will be supplied upon request. 
The leprosarium is divided into two Pie 
one for patients and one for the staff and 


the former are expected not to cross the 


line. None of the doctors or nurses have 
ever acquired leprosy. Only one attendant 
did but he originally came from a locality 
in which leprosy was endemic. 

The diet is very important as an adjunct 
to therapy. It should be nutritious and 
well-balanced and should contain ample 
quantities of vitamins. Fresh vegetables, 
eggs, milk, fruits, meat and butter will 
supply this. Plenty of rest and exercise 
(preferably in fresh air) in accordance 
with a specific schedule are important. 
Since cutaneous leprosy is sensitive to sun 
and aggravated by it, exposure to direct 
sunlight should be avoided. The elimina- 
tory functions of the body should be 
properly maintained by regular bowel 
movements and daily warm baths. Alco- 
holic beverages are considered harmful 
and should be avoided. (The National 
Leprosarium canteen sells beer but no 
liquors). The patient should be given an 
occupation which will keep his mind oc- 
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cupied and keep him from worrying over 
the disease. 


Chaulmoogra Oil 

The use of chaulmoogra and: hydnocar- 
us oils in the treatment of leprosy goes 
Pack some 3000 years when, legend has it, 
Rama, a King of Benares, was claimed 
to have cured himself of the disease by 
subsisting on a diet of the seeds of the 
Kalaw tree (from which the oil is obtained 
as well as from various species of Hydno- 
carpus). Chaulmoogra oil has been em- 
ployed both orally and locally. When given 
orally it causes such gastric disturbances 
due to its irritating effect that it is almost 
impossible to administer it for a sufficient 
length of time to produce good clinical 
results. At present it is given chiefly by 
intramuscular injection but even by this 
method it has a local irritant action.'® 

The mechanism of action of chaulmoogra 
in leprosy is uncertain. Certain fatty 
acid constituents, chaulmoogric acid and 
hydnocarpic acid have a peculiar ring 
structure (cyclopentenyl) attached to one 
of the carbons and these acids have been 
shown in vitro to havé marked antibac- 
terial action against M. leprae. This mode 
of action is controversial since these acids 
disappear rapidly from the blood stream. 
Another theory is that the oil attacks the 
waxy coating of the bacterium and thus 
enhances the resistance of the body to the 
infection. Since therapy with chaulmoogra 
is accompanied by a marked febrile reac- 
tion (the lepra reaction) which is quite 
analagous to a Herxheimer reaction it is 
possible that the destruction of the bac- 
terium releases substances which stimulate 
the immune processes of the body. 

The oral dosage of chaulmoogra oil is 
0.3 to 0.6 cc. gradually increased to 4 cc. 
It may be administered in gelatin capsules. 
Some recommend a dosage of 5 to 25 drops 
three times daily after meals.* 

Several formulas have been prepared 
to remedy the local effects of intramuscular 
injection. One such formula contained 
tesorcin, 4 Gm.; camphor, 6 Gm.; olive 
oil, 60 cc. and chaulmoogra oil, 60 cc. 
The dose of this mixture is 1 cc. injected 
weekly. The National Leprosarium has 
found the following formula to be fairly 
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successful: chaulmoogra oil, 90 parts; 
olive oil, 10 parts and benzocaine, 3 parts. 
It is injected in 5 cc. doses twice a week 
in alternating sides of the buttocks. At 
times the oil may not be properly ab- 
sorbed and may cause indurations and cold 
abscesses which must be incised and 
drained. 

Many clinicians in recent years have 
turned to using the ethyl esters of chaul- 
moogra oil (ethyl chaulmoograte) with 
some success. The therapeutic properties 
are the same but the esters are less ob- 
jectionable to the taste and less irritant upon 
injection. The oral dose of ethyl chaul- 
moograte is 1/, to 2 cc. three times daily 
after meals with a lump of sugar, warm 
milk, hot tea or carbonated water.1® Some 
success has been reported with intragluteal 
injections of 1 cc. at first and increasing 
by 1 cc. every second or third injection 
until a maximum dose of 5 cc. was reached. 
These injections were given once or twice 
a week for 2 to 5 years with rest periods. 
As a control the erythrocyte sedimentation 
rate of the blood should be determined 
every two weeks and if the rate is rapid 
the drug should be discontinued tem- 
porarily.'° Intradermal injections of a 
mixture of ethyl esters of hydnocarpus oil 
75, creosote or thymol 1, olive oil to 100 
parts have been advocated for treating 
chronic tuberculoid leprosy, macular 
lesions in neural leprosy and lepromatous 
leprosy. The dosage given is 0.5 cc. in- 
creased by 0.5 cc. weekly until 5 cc. is 
attained. For each cc. injected 6 to 12 
punctures are made. Systematic treatment 
of the lesions is carried out so that no one 
area is treated more frequently than once 
a month. In cases of lepromatous leprosy 
simultaneous subcutaneous injections are 
recommended.?° 

Others advise giving the ethyl ester in 
doses of 1 to 2 cc. intramuscularly once 
or twice a week.* 

Both chaulmoogra oil and ethyl chaul- 
moograte are official in the National 
Formulary and are available from several 
manufacturers. Ethyl chaulmoograte is 
really a mixture of the ethyl esters of the 
unsaturated acids, chaulmoogric and hydno- 
carpic acids. There is also available 
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phenylethyl hydnocarpate which is a mix- 
from hydnocarpus oil. It is administered 
by intradermal injection in an initial dose 
of 0.1 cc. If there are no untoward re- 
actions the affected area may be infiltrated 
with several 0.1 cc. dosages in any one 
week. 

Toxic effects which may occur from the 
use of chaulmoogra oil or the esters in- 
clude malaise, fever, anorexia, abdominal 
pain, a burning sensation of the skin, 
vertigo, substernal pain and a choking sen- 
sation. Large doses have a marked hemo- 
lytic effect and in fatal cases fatty changes 
of the liver and kidney irritation were 
noted. There may be albumin and casts 
in the urine.?* 

Some results of using chaulmoogra oils 
and esters have indicated that a large pro- 
portion of patients are presumably cured 
in the early stages of the disease but it is 
not certain whether the cures are perma- 
nent. Some workers consider this therapy 
of doubtful or little value. 

The Sulfones 

It was demonstrated in 1938 that sul- 
fanilamide possessed an inhibitory action 
on experimental tuberculosis which stimu- 
lated intensive research in the field of 
chemotherapy against both tuberculosis 
and leprosy, the organiss:s causing these 
diseases having much in common.?? Of 
these “Diasone’’ (Disodiuin formaldehyde 
sulfoxalate diaminodiphenylsulfone ), ‘‘Pro- 
min” (p,p’ diaminodiphenyl sulfone— 
N,N’ didextrose sodium sulfonate) and 
“Promizole” (2,4 diamino-5-thiazolyl 
phenyl sulfone) have been the most prom- 
ising. ‘‘Promin’’ has in fact been released 
by the U. S. Food and Drug Administra- 
tion for use in the treatment of leprosy. 
Its use in this disease has already shown 
it to be superior to all other therapy and 
new hope is offered those who suffer with 
leprosy. It must be administered for many 
months in a dosage of 2-5 Gm. given in- 
travenously (as 40 per cent sterile solu- 
tion). It is given for six consecutive days; 
treatment omitted on the seventh and in- 
terrupted for a period of one or two weeks 
every four months. A complete blood ex- 
amination should be made every two weeks 
a treatment to detect serious toxic 
manifestations should they appear. The 
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most frequent toxic reaction is a slow de- 
struction of red blood cells. This usually 
can be controlled by iron and liver therapy 
without withdrawal of the drug unless the 
red cell count continues to drop. Some 
few patients may develop leukopenia and 
if the white cell count drops below 3000 
the drug should be suspended. Allergic 
dermatitis caused by the drug can be con- 
trolled by desensitizing the patient with 
small doses gradually increased to thera- 
peutic levels. The rest periods allow the 
hemopoietic system to compensate for the 
heunic action of the drug thus decreas- 
ing the number and severity of toxic re- 
actions. Some recommend administering 
promin daily for two weeks followed by 
one week of rest. 

Experiments with promin at the Na- 
tional Leprosarium have shown that there 
is no direct evidence that this drug ex- 
erts a specific bacteriostatic or bactericidal 
action against M. leprae but it does appear 
to be capable of inhibiting the progress of 
leprosy in a considerable percentage of 
ego It is thought that it may act 

y eliminating the bacillary infection from 
the blood vessels and blood stream thus 
a the formation of any new 
esions. 

The cases selected were chosen for cer- 
tain complications for which Promin was 
thought to have some value. Included in 
this group were leprous keratitis and 
iridocyclitis, with impending loss of vision 
in some cases; leprous rhinitis with ulcera- 
tions, repeated epistaxis and partial obstruc- 
tion of nares; leprous laryngitis with 
threatening suffocation; chronic leprous ul- 
cerations; and lepromatous lesions and ul- 
cers of the tongue, palate, gums, and lips, 
which usually respond poorly to other 
forms of treatment. The effect of Promin 
on the complications was good in most 
cases. 

Another recent study?* has shown that 
there are no rapid cures with Promin and 
six months are required to observe definite 
benefits of any kind but the prolonged 
treatment with sulfones has been found 
to yield positive results in several ways. 
In this study the dosage was 5 Gm. of 
Promin intravenously daily for 12 out o! 
each 21 days. It was found that pro- 
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longed treatment seemed to free patients 
of the risk of acute reactions, lessened 
the Fr i of new lesions and reduced 
significantly secondary infections, thus giv- 
ing the leprosy lesions opportunity to 
atrophy and regress. However, it is im- 
portant to remember that general hygienic 
measures which include institutional and 
nursing care, physical therapy, judiciously 
adjusted hours of rest and outdoor exer- 
cise and a well balanced nutritious diet 
must continue to be used in overcoming 
the disease.?’ 

Diasone has an advantage over Promin 
in that it is, less toxic when given orally. 
Objective improvement in patients when 
given this drug at the National Leprosar- 
ium was noted but further clinical evalua- 
tion is necessary before the drug can be 
regarded as a leprostatic agent.?® Diasone 
is given in doses of 0.6 to 1 Gm. daily 
in capsules of 0.3 Gm. (5 gr.) with meals 
two or three times daily. Rest periods of 
several days duration are recommended 
every 4 to 6 weeks. 

In both Promin and Diasone therapy 
iron, liver extract and thiamine hydro- 
chloride are valuable adjuvants. 

Promizole has been shown in_ initial 
experiments to be more effective than 
either of the previous two but there are 
other disadvantages in its use. The initial 
dose given was 0.5 Gm. three times daily 
increased to a daily dosage of 6 Gm.”* 

Another recent study*® of the various 
drugs employed in therapy of leprosy has 
substantiated the evidence that Promin, 
Diasone and Promizole produce sustained 
objective clinical improvements which are 
not attributable to spontaneous remissions 
and although slow in development they 
are progressive during the course of treat- 
ment. Substantiation of the changes oc- 
curring in the lesions is made by means of 
photographs. 

The clinical improvement may be shown 
in several ways. Small nodular lesions 
shrink slowly and eventually flatten to 
complete absorption and finally just a pig- 
mented spot remains. The larger and 
deeper nodular lesions disintegrate more 
slowly and finally end in a scar formation. 
The infiltrative plaques subside gradually 
accompanied by a decrease in inflammatory 
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swelling and edema of the dermal tissues. 
Healthy granulations are gradually formed 
by the leprous ulcerations of the extremi- 
ties and heal through cicatrix formation. 
Trophic plantar ulcers become disinfected, 
granulate and slowly close with residual 
callosities. Regrowth of hair sometimes 
follows resolution of lepromatous -lesions, 
particularly in the eyebrows, beard and 
arms and legs. 

Cutaneous lesions do not respond so 
quickly as do the mucosal lesions. After 
a few months treatment the oral nodules 
and infiltrations subside and disappear and 
oral ulcerations heal within a few months 
to a year. Subsidence of the inflammatory 
mucosal lesions of leprous rhinitis relieves 
the nasal obstruction and healing of nasal 
mucosal ulcerations checks epistaxis. Re- 
lief of dyspnea and restoration of the 
voice accompanies improvement in leprous 
laryngitis, thus eliminating the need for 
emergency tracheotomies. 

Impaired vision sometimes improves as 
a result of sulfone therapy checking the 
progress of conjunctival, corneal and iri- 
docyclitic leprous infiltration. 

Sulfone therapy does not usually stop 
the attacks of acute lepra reactions but 
usually lessens the frequency and severity 
of these attacks. In some few cases in 
which severe attacks continued despite 
treatment the drug was temporarily dis- 
continued. Episodes of acute leprous 
neuritis are not prevented or aborted by 
this therapy but the drugs are not consid- 
ered to be responsible for initiating the 
acute inflammatory reactions in leprous 
nerves. Acute iridocyclitis may occur dur- 
ing yaa but the attacks are usually mild 
and subside if therapy is continued or in- 
tensified. 

During 1946 the number of patients dis- 
charged from the National Leprosarium 
with arrested disease has more than doubled 
the annual average for the ten years pre- 
ceding the institution of sulfone therapy. 
The number of deaths was decreased by 
more than half the annual average for 
those years. Since the number of patients 
has not varied significantly over the years, 
sulfone therapy is considered to be respon- 
sible for this improvement. 

Penicillin has been investigated for its 








effect but. was found to exert no influence 
on the course of the disease except for 
some favorable action on secondary infec- 
tions of leprous ulcerations.** 5? 

Streptomycin®® has been administered 
intramuscularly in doses of 0.25 Gm. 
(250,000 units) every 3 hours for a total 
of 2 Gm. (2,000,000 units) in 24 hours 
to a series of patients for four months. 
The changes in the leprous lesions in some 
cases during the first three months were 
encouraging and there appeared to be some 
improvement in some of the nodular and 
macular lesions. In a few cases nasal 
obstruction and epistaxis were relieved. 
After this improvement, however, no fur- 
ther response was noted due probably to 
the development of resistance to streptomy- 
cin by M. leprae. After four months of 
treatment the toxic manifestations, which 
included vertigo, tinnitus, loss of hearing, 
fever, cutaneous eruptions and an intense 
eosinophilia, forced a reduction in dosage 
to 0.5 Gm. every 12 hours for a total of 
1 Gm. (1,000,000 units) in 24 hours. 
This drug deserves further investigation 
in this field of therapy. 


In a comparative study the sulfones still 
provide the optimal treatment of leprosy. 


Physical Therapy 

Contrast baths, hot whirlpool baths, in- 
frared radiation and diathermy have been 
recommended as methods for restricting the 
disabilities which take place in the nerves 


and muscles. Massage and passive and 
active motion should follow the judicious 
use of the aforementioned. Infrared rays, 
diathermy or inductothermy will sometimes 
relieve the pain of neuritis and ultraviolet 
light may aid in the healing of ulcerations 
which are particularly resistant. 
Surgery 

Surgery and in particular amputation is 
sometimes necessary but should not be re- 
sorted to except as a last extreme. Where 
there is gangrene and bone necrosis sur- 
gery is of value. In cases of advanced 
leprous laryngitis tracheotomy may be 
necessary for the maintenance of life and 
consequently a tracheal tube must be worn 
constantly for this is really an emergency 
measure and does not check the progress 
of the disease. In some cases for cosmetic 
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reasons the unsightly nodules may be ex- 


cised. 


Therapy of Concurrent Complications 

As mentioned previously nephritis or 
tuberculosis may accompany leprosy and 
eventually cause the death of the patient. 
Therefore, it is necessary that such condi- 
tions may be diagnosed early and treated 
properly immediately. 

Leprosy is frequently and commonly ac- 
companied by anemia which can be treated 
as all such anemias are, with large doses 
of liver and iron. Secondary pyogenic in- 
fection which is commonly present in 
leprous ulcerations can be controlled top- 
ically by means of applications of peni- 
cillin (200 to 1000 units per cc.) or sul- 
fathiazole ointment (5 percent). If neces- 
sary 20,000 units of penicillin may be 
administered intramuscularly and in addi- 
tion 1 Gm. of sulfadiazine orally 4 or 5 
times daily. After elimination of infec- 
tion stimulating applications such as Peru 
balsam, biodyne, cod liver oil and zinc 
oxide ointments, for the promotion of heal- 
ing, are necessary. In cases with trophic 
plantar ulcers, urea crystals may be packed 
into the ulcer, acting both as a cleansing 
and keratolytic agent to the sclerotic bor- 
ders. After such ulcers have been closed 
the patient should be confined to bed for 
several weeks to allow the cicatrix to 
harden sufficiently so as to prevent recur- 
rences when the patient resumes activity. 

Analgesic drugs may be of value in tre- 
lieving age neuritis although in some 
very painful cases large doses of thiamine 
hydrochloride (50-100 mg. intramuscu- 
larly twice a day) may prove more effec- 
tive. In more persistent cases it may be 
necessary to administer calcium gluconate 
in doses of 1 Gm. intravenously 1 or 2 
times a day for a period of a week. In 
stubborn cases where no other therapy is 
effective a few drops of formic acid (1 
percent) should be injected along the 
course of the affected nerve, which will 
provide relief for several weeks. For 
permanent relief two or three injections 
may be necessary. 

Although penicillin and the sulfona- 
mides have shown no value in leprous 
erythema nodosum moderate doses of these 
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drugs have shown effect in acute ery-. 


sipeloid reactions. Fowler's _ solution 
(potassium arsenite) in doses of 3 to 4 
drops 3 times daily, gradually increasing 
the dose, is thought to be of value in 
leprous erythema nodosum. Where it is 
necessaty to give this for a long time 
alternate weeks of rest and ey are 
recommended.* 


Prophylaxis 


It is important that children be care- 
fully protected from any contact with lep- 
rosy. Normal precautions of cleanliness 
and hygiene are usually adequate for 
adults. In families where the foie oc- 
curs the patient should be apprised of 
the danger to other members and in par- 
ticular to children. Examination of all 
members of such families should be made 
every 6 months for their own protection 
as well as that of their fellow man. 

The public must be reeducated and its 
misconceptions of leprosy changed to help- 
ful attitudes. At present leprosy is a health 
“wages linked to a social problem of 
ong standing. Although not based on fact 
the social problem is based upon the lep- 
rosy stigma and evidenced by the great 
public fear of what is actually a feebly 
communicative disease. Because of thi. 


stigma persons who contract leprosy ai. 
reluctant to reveal their situation. It is 
suggested that the advantages of segrega- 
tion be carefully explained to the_patient. 
It is important that ‘the laws of isolation 
for a leprosarium should not be too strict 
so as to discourage voluntary admission. 
It is believed that segregation might be 
limited to the lepromatous patients since 
they are far more dangerous than are those 
with neural or tuberculoid leprosy.%* 34 
It is important also that the physician 
be trained to recognize and suspect lep- 
rosy for a great deal of harm can be done 
to a leper who is treated for some other 
condition. Early diagnosis is also extremely 
important to the eventual outcome of the 
disease. A search is being conducted for 
a method of determining the presence of 
the organism in the early stages of the 
long incubation period.*® 

In conclusion one feels that it is neces- 
sary to mention the excellent work of the 
Leonatd Wood Memorial Foundation 
which is a philanthropic organization 
founded in 1927 in memory of Leonard 
Wood, former Governor General of the 
Philippines, and which devotes its efforts 
to scientific studies and the dissemination 
of information on Hansen’s disease 
throughout the world. 
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PSYCHOSOMATIC MEDICINE 


The Cardiohepatic Axis and Syphilophobia* 


George H. Hoxie, M.D., F.A.C.P. 
Berkeley, California 


The query on page 1209 of the August 
25, 1947 issue of the Journal of the 
A, M. A. as to the proper treatment of 
cardiovascular syphilis recalls to mind a 
case that illustrates the problem presented 
by the psychosomatic aspect of that disease. 
It illustrates also the results of ‘shopping 
around” among specialists for medical 
advice. 

Since I saw the patient at intervals dur- 
ing 17 years and was called in also at the 
end I feel justified in presenting the 
report. 


Record of a soul in torment 


A man of better than average intelli- 
gence—gets lues in 1910—takes treatments 
at intervals in spite of negative serology. 
Conceals much from his physicians—uses 
contraceptives after marriage—is plagued 
by a lot of what seemed neurasthenic 
symptoms—and by some quite definite 
organic disease-syndromes—and who - 
sented toward the last a problem in differ- 
ential diagnosis between hepatic and 
cardiac disease. The records of his blood 
pressure and cardiograms are contrasted 
with those of the post mortem examina- 
tion. 4 

The story is worth reading if only 
for its psychosomatic aspects—or the story 
of a neurastheniac. 

Attention should be called to the vari- 
ations in blood pressure and to the cardio- 
graphic records. 

Seen first for a general check-up in 1921 
when he was 35 years old. Negative. 
1923—-Otitis media plus rhinitis. 
1925—Has been having prostatic massage 





* The contributions to psychosomatic medicine seem 
to be coming mostly from the psychiatrists—and the 
laity. Few of these are accompanied by reports of 
the post mortem examinations—or even of the 
laboratory findings. For that reason it may be well 
to put on record protocols of borderline cases origi- 
nating on the somatic side. 
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at the hands of a general practitioner. 
Temp. 100, Pulse 100. Throat inflamed. 
Prostate neg. Heart .shows systolic: bruits 
over apex. BP 140 /100. Urine shows 
phosphates. Hgb 80%. Whbc 5600, Rbc 
4,480,000. Blood chemistry: Sugar 87, 
Creatinine 1.5. Uric acid 2.6, NPN 43.6, 
Urea nit. 27, Chlorides 440, Phenolsulfo- 
nephthalein renal function test 18+20= 
38 in 2 hrs. Serology neg. 
1927—-Backache — tired — flatulence — 
occasional pain RUQ. Pharynx inflamed 
and rt ear drum red and waxy. BP 
150/100. Weight 162. X-ray of gall- 
bladder shows slow emptying rate but no 
stones. 

1929—Pain lower abdomen and backache: 
colitis. Temp. 100. P. 80. 

1932—During the interval while in Cali- 
fornia has had otitis media. Now has 
hernia, left, direct. Also has urethral dis- 
charge for which he has had irrigations 
(by whom not recorded). Apparently 
more zeal than knowledge was shown for 
he went through an epididymitis and 
orchitis. In our office the only positive 
finding was the nasopharyngitis and otitis. 
Submaxillary glands swollen. 
1937—Heart bothers: Hypogastric pain: 
Extrasystoles: abdomen neg. Pharyngitis 
chronica. BP. 165/90-135/100-200/90- 
159/70-i180/80. The blood pressure trac- 
ings were quite erratic (Fig. 1). The 
electrocardiograms were also varied. The 
subjective symptoms were pronounced: in- 
somnia, flatulence, nocturia, headache. By 
the end of the year anginal symptoms and 
orthopnea appeared. 

1938--Coughed up bronchial casts: 
bloody. Abdominal ‘distress. Pollakisuria. 
Insomnia. Nausea (cramps, distention, 
dyspnea, etc.). He had to enter the 
hospital on May 30, 1938. A rather com- 
plete study was negative except for the 
cardiac irregularities and pulmonary con- 
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34.4, urea nit., 21, uric acid 3.96, cre- 
atinine 2, sugar 109, chlorides 455, cal- 
cium 12.3, BP 138/118-140/80. 

It was at this time that he revealed to 
the interne that he had had a yearly anti- 
luetic treatment and always used contra- 
ceptives. He left the hospital June 9. 

At home his old troubles returned. 
Bladder pain—shortness of breath—weak- 
ness—spells of sudden sweats—spells of 
nausea \*and* retching—“rheumatic’ pains 
in. legs—jerking of legs, etc. BP varied 
from 160-90 to 130/110 (Fig. 2). 

He entered the hospital again on Octo- 
ber 1 and was discharged unimproved 
October 6. Petechiae developed October 
19—then cyanosis—periodic respiration— 
mental confusion. Death Nov. 2, aged 52. 
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gestion. The blood chemistry shows NPN 


The pertinent part of the post mortem 
report follows: 

The pericardial sac contained bloody 
fluid, probably due to the trocar of the 
embalmer. _Plegral sacs contained straw 
colored fluid, but’the surfaces were smooth 
and glistening. Moderate amount of volor 
less fluid in abdomen. 

The heart lay in roughly horizontal 
position and weighed 650 grams. Aorta 
showed atheromatous plaques in first por- 
tion. Coronary vessels slightly thickened 
and inelastic: no obstruction visible. Both 
right and left ventricles markedly dilated 
and left myocardium thicker than usual. 
Valves negative. Section of myocardium 
showed large areas of grayish tissue of the 
consistency of fibrous connective tissue. In 
some regions, particularly in those of the 
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right ventricle, similar areas were found 
and these were mottled by a pigment re- 
sembling blood; and occasionally small 
particles of bright red blood were seen. 

Lungs: bronchopneumonia in right 
lower lobe. 

Liver: increased resistance to the knife. 
Nutmeg appearance. 

Kidneys: ateas of scar tissue. Micro- 
scopic evidence of poorly staining cells, 
with red blood and polynuclears, round 
cell infiltration and loss of architecture, 
in the right kidney. 

Further study of the 4eart revealed the 
presence of a definite gray thrombus com- 
pletely occluding the lumen of the 
posterior descending artery, approximately 
214, cm. beyond its source. This thrombus 
was very short and was missed in the pre- 
liminary examination. 

‘Pinal Diagnosis: 1. Coronary throm- 
bosis. 2. Cardiac hypertrophy. 3. Dilatation 
of the heart. 4.Old and new cardiac in- 
farction. 5. Pulmonary congestion and 
edema. 6. Pleural effusion. 7. Ascites. 8. 
Renal infarct. 

Comment: 1 don’t remember another 
a with such a sense of guilt. I don’t 
snow what his religious adviser said to 
him. But he seemed to feel that he was 
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ALLERGY IN GASTRO- 
INTESTINAL DISEASE 
—Continued from page 142 





plications of the allergic mucosal re- 
actions. They may simulate aimost any 
organic gastro-intestinal lesion. 

5. The diagnosis of allergy should not 
be made until all other organic and 
functional gastro-intestinal diseases 
have been carefully ruled out by com- 
plete gastro-intestinal study. 

. Roentgenological and endoscopic ex- 
aminations may disclose allergic re- 
actions, not only their organic mani- 
festations, but their secondary motility 
changes. 
Finding of the allergic factor is ac- 
complished by means of a careful 
history and by diet study. Test diets, 
valuable aids in diagnosis, have been 
described. 
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being punished for his sins. He seemed to 
be trying to bear up and do his work 
under this terrible load. His wife was most 
loyal and his employers sympathetic. 

The somatic situation posed the problem 
of damage from his repeated antiluetic 
treatments. His syphilophobia was treated 
by a dermatologist instead of a psychiatrist. 
I got nowhere in my efforts to have him 
leave off such treatments. 

Strecker’s word ‘‘psycho-enviro-somatic” 
could be applied to this case, for part of 
the influences bearing on the patient were 
environmental. But they could not be 
changed. As a result the sense of guilt 
and frustration overwhelmed the man. He 
realized this to some extent. But he could 
not find a way of escape or a solace. 

His definitely proven somatic disorder 
was recurrent (or chronic) otitis media. 
This did not yield to specialists’ treatments. 

At the postmortem examination the 
pathologist was inclined to the belief that 
the liver condition was the fundamental 
disorder. This could well have been toxic. 
Only later after finding the short thrombus 
did he change his report to make it ap- 
pear that the cardiac condition was 

rimary. 
2808 HILLEGASS AVENUE 


8. Desensitization and the use of vaso- 
constrictor or antihistaminic drugs may 
be of some value, although usually 
only temporary in their effects. 

9. Variations in sensitivity according to 
seasons and complete disappearance 
of sensitivity to some foods with re- 
actions to a new group, may be con- 
fusing. 

10. Treatment consists essentially of com- 
plete avoidance of all allergens. There 
is no specific treatment of allergy. 
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CASE REPORTS 


Vitamin E in the Treatment of Fibrositis with 


Complicating Osteoarthritis: Case Report 
Morris Ant, M.D. 


and 
Alfred E. Mamelok, M.D. 
Brooklyn, New York 


Vitamin E is a combination of three 
chemical substances, alpha, beta and gamma 
tocopherol and occurs naturally in wheat 
germ oil. Green leafy vegetables and whole 
wheat bread have a high content of these 
substances. In 1928, Evans and Burr? first 
pointed out the apparent relationship be- 
tween vitamin E and paralysis associated 
with spasticity and muscular atrophy in the 
suckling young of vitamin E depleted rats. 
It was not until 1942, however, that any- 
one called attention to the fact that vitamin 
E is related to connective tissue metabolism 
and that it has a specific affinity for con- 
nective tissue.? In the discussion of Stein- 
berg’s paper by one of us (M.A.) at that 
time, it was postulated that this affinity 
for fibrous connective tissue is selective. 
“The pathology in fibrositis is assumed to 
be an ischemic necrosis—necrosis of the 
ganglion cells, edema, hemorrhage and the 
presence of hyaline thrembi in small 
vessels, all pointing to a circulatory block- 
age as causing the lesion. Repair sets in 
with glios#s, a new growth of blood vessels 
and reticulum fibres. . . . Any toxic agent 
may create a medium for the swelling of 
fibrous tissue, or we may postulate that 
the presence of sufficient vitamin E reserve 
in the fibrous tissue may act as a buffer to 
keep fibrous tissue in a normal medium. 
. . . We may, therefore, say that wheat 
germ oil is the lubricating grease for the 
normal physiology of fibrous connective 
tissue just as vitamin A is the lubricating 
grease for squamous epithelial tissues.” 

From the Medical Service of Dr. Henry Kresky, 


Kings County Hospital, Dr. Henry  Feinblatt, 
Director. 
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Recently Steinberg’ supported Ant’s 
theory that ‘Primary fibrositis is a metabo- 
lic disorder resulting in disturbance of 
mesenchymal tissue function.” The former 
also reported that the blood vitamin E 
level in primary fibrositis is usually normal 
and the only exceptions found to date are 
a woefully inadequate diet or liver disease, 
which prevents absorption of the vitamin 
E from the gastro-intestinal tract. How- 
ever, Ant and Appleton* have shown that 
in every case of fibrositis with continued 
symptomatology the blood tocophercol 
levels were 35 per cent lower than the 
average normal. In the same series of 
patients, after the administration of vita- 
min E, the blood tocopherol level rose to 
an average of 58.5 per cent of the normal. 
Similar tocopherol changes were noted in 
theumatic disorders accompanied by di- 
gestive disturbances. Recently Warter 
et al.® stated that “A majority of rheuma- 
toid arthritis patients do not consume an 
adequate diet, consequently their reserves 
are called on to make up the deficiency, 
resulting in a loss of weight and muscle 
atrophy.” 

Steinberg,”** in three different series of 
cases, 92 cases of primary fibrositis in all, 
has shown the lp of vitamin E orally 
and intramuscularly in these cases. He had 
more than an adequate number of control 
cases in each series. Ingham,5 too, reported 
on 12 cases of primary fibrositis with com- 
plete relief of symptoms in three to four 
weeks on oral vitamin E therapy. In 1945. 
Ant® presented 32 cases of primary fibro- 
sitis in which vitamin E in the form of 
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wheat germ oil and in an ointment was 
used topically. Improvement was marked 
and definite in 20 cases, fair in nine and 
absent in three. The last three cases proved 
to be of non-fibrositic origin. Seventeen 
cases received inunction therapy alone and 
12 of these (70 per cent) showed marked 
or complete improvement. In the remain- 
ing five (30 per cent), the relief afforded 
was fair. It was postulated in this report 
that wheat germ oil is absorbed through 
the skin and has an affinity for fibrous 
connective tissue, acting as an insulator 
against hydremia, which manifests itself 
in edema and swelling. 

In this report, we are presenting a case 
of fibrositis associated with osteoarthritis to 
further illustrate the use of vitamin E in 
such cases. 


Case Report 


M. H., a 61-year-old housewife, was 
first seen at Kings County Hospital on 
January 20, 1947. She complained of pain 
in the left leg for the past five years. The 
ain, which was intermittent and severe, 
bad been growing worse in the past year, 
ay during the two months prior to 
admission to the hospital. There was also 
pain in the left arm, from the shoulder to 
the fingers, with burning, but the leg was 
more painful than the arm. During the 
year prior to admission, a family physician 
gave the patient diathermy treatments to 
the affected parts, but this gave only slight 
relief. One week previous to admission, 
she was given a novocain injection into the 
left hip with no results.° The patient 
thought that this made the pain worse as 
she was bedridden the entire week follow- 
ing the injection. During that week, the 
leg became stiff. Three months before ad- 
mission, the left leg turned “ice cold’’ and 
blue for three hours but there were no 
other episodes of this type. The past his- 
tory included the usual childhood diseases 
and an appendectomy 20 years ago. The 
patient had been in Kings County Hospital 
in 1937 for complaints of gas and heart- 
burn. 

A review of the systems elicited the 
following: The eyes were weak and the 
eect wore glasses. She suffered occasional 
ead and chest colds with cough productive 
of yellow phlegm but no blood. She stated 
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her ankles became swollen on walking and 
she used two pillows for sleeping. There 
was no history of cyanosis or cardiac 
pathology. The patient's appetite was fair 
and she gave a history of poor dietary bal- 
ance and ate no fried or fatty foods. There 
had been frequent episodes of nausea but 
no vomiting. She often complained of pain 
in the pit of her stomach and diarrhea after 
five days of constipation. There were no 
urological complaints and venereal disease 
was denied. The patient, a para 3, gravida 
3, had had her menopause eight years prior 
to admission. There had been no abortions 
or miscarriages. The central nervous sys- 
tem was negative. 

The family history revealed that the 
patient's mother died of tuberculosis. There 
was no history of diabetes. 

Physical examination revealed tempera- 
ture 99.8°, respirations 24 per minute, 
pulse 94 per minute and blood pressure 
160/84. The eyes, ears, nose and throat 
were essentially negative. The thorax and 
chest showed no abnormalities and the 
lungs were clear to percussion and ausculta- 
tion. The heart and cardiovascular system 
showed no abnormal findings—no murmurs 
were heard, the rhythm was regular and 
there were no signs of clinical enlarge- 
ment. The abdomen was also essentially 
negative. 

The upper extremities showed no paresis, 
ataxia, or temperature changes. The pulses 
were equal bilaterally and the nailbeds and 
palms were of good color. There was pain 
in the left shoulder on adduction. In the 
lower extremities, the femoral, popliteal, 
dorsalis pedis and posterior tibial pulses 
were palpable and equal bilaterally. The 
nailbeds and soles were of good color but 
the skin was shiny. Pain and tenderness 
were present in the left calf and left ante- 
rior leg from the knee down. The right 
lower leg was negative. A novocain in- 
jection mark was seen on the left hip. The 
central nervous system was essentially nega- 
tive. The patient was extremely sensitive 
to touch and any manipulation during the 
examination, even jarring the bed, caused 
pain and discomfort. Despite all sedatives 
given she claimed no relief and was up 
nights moaning and in pain. This extreme 
hypersensitivity and restlessness led us to 
consider a complicating neurosis. 
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The laboratory findings revealed the 
following data: R.B.C. 4,100,000; hemo- 
globin 12.5 grams; W.B.C. 10,350 with 
71 per cent polymorphonuclear leukocytes, 
27 per cent lymphocytes, 1 per cent mono- 
cytes and 1 per cent eosinophiles. The urine 
was pale yellow, of neutral reaction, with 
a specific gravity of 1.010. It was negative 
for albumin, glucose and casts. On 1-23-47, 
the urea was 41 mg. per cent and blood 
glucose 80 mg. per cent. The blood Wasser- 
mann was negative. On 2-7-47, the total 
cholesterol was 235, esters 133 and free 
cholesterol 102. A week later, on 2-14-47, 
blood calcium was 10.3, blood phosphorus 
4.2 and alkaline phosphatase 2.4. The 
blood plasma tocopherols before treatment 
were 0.74 mg. per cent and after treatment 
1.30 mg. per cent. 

X-rays of the left hip and lower lumbar 
spines were normal. Calcium was seen in 
the thyroid gland and neck. In addition, 
hypertrophic changes in the margins of the 
bodies of the thoracic vertebrae were seen. 

Her persistent complaints of pains in the 
left leg and back prompted us to re-evaluate 
the condition. Re-examination on January 
23, 1947 elicited marked tenderness on 
the left side of the cervical spine and on 
the left side of T, to Tyo. Muscle spasm 
and small muscle bodies were found in this 
area as well, as noted by one of us (M.A.). 
There was tenderness on pressure over the 
muscles and the impression was fibro- 
myositis. On this same day, vitamin E, 10 
mg. t.i.d., was started orally. On 1-30-47, 
the daily use of 1 cc. of vitamin E intra- 
muscularly as well as vitamin E topically 
was instituted. The pain was still present 
on the following day but by 2-4-47 there 
was improvement in the lower extremity, 
although the midthoracic area was still 
tender. On 2-6, there was definite improve- 
ment and softening of the muscle bundles 
in the cervical region. There was also im- 
provement in the areas of T, to T,. and 
in the left buttock. Previously, orthopedic 
and neurological consultations had ruled 
out pathology in these areas. As noted 
above, all x-rays, including the left hip, 
lumbar spine and cervical region, were 
negative except for some hypertrophic 
arthritic changes in the 8th, 9th and 10th 
thoracic vertebrae. All laboratory work was 
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also normal. On 2-20-47, much improve- 
ment was noted in the left shoulder and 
arm. There was still sensitivity in the left 
leg with a square area of tender induration 
one inch by two inches just above the 
inner malleolus. This area was particularly 
sensitive and tender to touch. Wheat germ 
oil ointment was applied locally to this 
area with evident improvement. The 
patient showed steady improvement and 
was discharged from the hospital on 
2-28-47. She was treated at home on es- 
sentially the same principles that were used 
in the hospital. When seen again on 
4-18-47, it was noted that all superficial 
tenderness on deep palpation had disap- 
peared and that motion of the affected leg 
was improved. Pain in the neck and 
shoulder, at rest and on movement, was 
gone. Muscle and muscle bundles were 
softer and the patient was generally im- 
proved. She was readmitted to the hospital 
in April for x-rays and observation. The 
only positive finding on’ x-ray was again 
the osteoarthritic changes at T,, T,, and 
Tio. In June, 1947 she went to Saratoga 
Springs for three weeks and took 12 min- 
eral baths. 

Further follow-up was done and when 
seen on 10-20-47, the patient stated that 
she felt very good and was asymptomatic 
For four months there was no pain in the 
left leg, left hip, back or left upper ex- 
tremity. After discharge from the hospital 
in February, 1947, the patient was con- 
tinued on local therapy and vitamin E 
internally. A full mixed diet high in fat- 
soluble vitamins was well tolerated and 
there was no digestive discomfort. The 
fibromyositis improved under this regimen 
but the back pain at T, and T,, remained 
because of osteoarthritic changes. At this 
point of the treatment, the use of vitamin 
E was continued and calcium was admin- 
istered intravenously, which seemed to re- 
lieve the deeper back pain. We note that 
previously calcium did not help the deeper 
osteoarthritic pains. 

Physical examination in October, 1947, 
revealed no abnormalities in the head, ears, 
nose, throat or neck. The pulse rate was 
regular and equal to the ventricular rate 
(84 per minute), the blood pressure was 
135/90, the respirations were 16 per 
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minute and the temperature was normal. 
Lungs, cardiovascular system, abdomen and 
central nervous system were all negative. 
The back showed no superficial tenderness 
but general softening of the muscles was 
present. Tenderness could be elicited only 
over the areas of T, and T,) on deep 
pressure. There was no pain on motion. 
The extremities showed no tenderness even 
on deep pressure and the tissues felt 
normal. The arms and shoulders could 
move freely in all directions with no pain. 


Conclusions 


1. It is apparent that this obstinate case 
of severe pain, fibrositis and osteoarthritis 
was relieved by vitamin E, locally, to the 
fibrositic areas. 

2. We assume that the deep fibrositic 
changes were relieved by local, oral and 
injectable vitamin E as evidenced by clin- 
ical follow-up. 

3. Continued treatment with this com- 
bined therapy had the desired metabolic 
effect and seems to have acted synergist- 
tically in relieving the symptoms due to 
the osteoarthritic changes. 


4. The history of limited fat intake and 
gastric disturbances is indicative of a fat- 
soluble vitamin deficiency. 

5. Low blood tocopherol in this case 
corroborates vitamin E deficiency. 

6. It is suggested that in cases of fibro- 
sitis accompanied by definite osteoarthritic 
changes, vitamin E therapy will be found 
of distinct value. 

61 EASTERN PARKWAY 
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GENERAL PRACTICE 


PREVIEW OF TOMORROW'S GENERAL PRACTICE 


Dr. Donald M. Clark, of Peterborough, 
New Hampshire, himself a general prac- 
titioner-surgeon, contributed an arresting 
address to the New York Academy of 
Medicine’s recent series of lectures to the 
laity on the subject of The General Prac- 
titioner and the Specialist. It forms a 
chapter in the Academy’s Medicine Today 
(Columbia University Press, New York, 
1947), 

Dr. Clark suggests that we train two 
types of general practitioners: One, a gen- 
eral practitioner-surgeon; the other a gen- 
eral practitioner-internist, to be trained in 
large general hospitals for a period of at 
least three years, their careers to be fol- 
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lowed accurately over a period of years so 
that necessary changes could be made in 
the future training of such men. Such a 
practitioner of modern medicine would be 
a part of a group no matter where he 
worked or how seemingly isolated he might 
be. 

This is hardly a fair summary, as what 
we have attempted to glean from the ad- 
dress should be read in the complete con- 
text. ti} 
The address was timely, in view of the 
new orientation of the profession with re- 
spect to general practice. While highly sug- 
gestive, it is by no means the last word 
on this vital subject. 
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EDITORIALS 


Announcement 


Doctor Alfred E. Ship- 
ley, after long and faith- 
ful service, has resigned 
the editorship of this 
journal’s Medical Book 
News. We are fortunate 
in the acceptance of the 
editorship by Doctor An- 
drew M. Babey and we take this occasion 
to welcome him as a member of this pub- 
lication’s editorial group. 


Disaster as a Solution 

In a series of articles in' the New York 
Times during February on the steadily 
climbing deficits of voluntary hospitals it 
was argued that the 21 per cent increase 
in 1947 costs, bringing a net deficit of 
about $5,000,000, would not be offset by 
the increases in rates that were granted 
for semi-private and private patients, ad- 
ditional funds given by the Blue Cross, 
a higher workmen’s compensation rate, a 
higher per diem rate from the City of New 
York, an increase of allocation by the 
Greater New York Fund, and an upswing 
in public contributions to the United 
Hospital Fund. 

It now costs an average of $14.06 a day 
for each patient, with the hospital receiv- 
ing only an average of $11.46 in total 
payments. 

It is obvious that such mounting debts 
cannot continue without disaster. The series 
mentioned described the crisis as “‘des- 
perate,” “acute,” and “‘terrifying.” 

In an editorial on February 25 the same 
newspaper characterized the measures re- 
sorted to as only alleviative and proposed 
increased Blue Cross insurance, more effi- 
cient service by the voluntary hospitals 
themselves working as a group, and better 
integration of health services through the 
coordination of plans by the city, state and 
federal governments and the voluntary 
hospitals. 
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Pious but _ ineffectual 
words. Meanwhile the 
question of a lottery solely 
in the interest of the hos- 
pitals, on a probative year- 
to-year basis, is always 
begged. We do not believe 
that it can be begged much 
longer, for it alone holds 
— promise of wiping out the 
deficits that are destroying solvency. 

Is it possible that there are people who 
are prepared to accept disaster as a solu- 
tion? Would that be less disgraceful than 
a lottery? 


Protective Mechanisms 


Four facts especially link themselves in 
our mind as further confounding, just now, 
the proponents of nationalized medicine: 
increasing participation of the public in 
voluntary insurance plans; continued low- 
ering of mortality under the aegis of the 
present system of medicine; integration 
and large-scale utilization of the general 
practitioner in the general scheme of 
things; fair assurance of a rationally or- 
dered free enterprise system with lessening 
of poverty. The absence of any or all of 
these things plays into the hands of our 
secial and litical chiropractors (and ex- 
treme left wingers). Presence of all in 
good measure safeguards medicine and 


society. 
The Fall of Jericho 


He [the general practitioner] is the standard 
by which we are measured. What he is we are; 
and the estimate of the profesion in the eyes of 
the public is their estimate of him. 

—Sir William Osler 

The appointment of General Practice 
sections on hospital staffs continues apace. 
The walls of Jericho are falling down as 
the ram’s horn of Joshua’s priests, or in 
other words of our qualified general prac- 
titioners, trumpets the truth. 

One facet of the truth is, of course, that 
there has been a rather sudden awakening 
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to the transcendent importance of the gen- 
eral practitioner in the coming scheme of 
things. He is an indispensable factor in 
carrying out the aims of modern unitary 
medicine; the mere technical experts that 
a narrow specialism will in time produce 
are clearly seen as unable to fulfill certain 
large professional functions in the near 
future, 

The hospital is, or ought to be, a symbol 
of the private practice of medicine, in 
other words a bulwark against socialized 
medicine. Yet the exclusion of a large 
proportion of the profession, seeking train- 
ing and education, from its sacred precincts 
has been the very thing that has made 

sibie the attempted rape of medicine 
- our socialicians and bureaucrats. A 
divided profession, composed of institu- 
tional monopolists on the one hand and 
of unintegrated Displaced Persons on the 
other hand, has invited and ordained the 
formulation of cynical plans by political 
chiropractors who would arrogate to them- 
selves the arrangement of our destiny. Who 
could blame them, after all, in the face of 
such shortsightedness ? 

The operations of our voluntary pre-paid 
hospitalization plans throughout the land 
have served to highlight a grotesque situ- 
ation whereby great numbers of qualified 
practitioners, lacking institutional connec- 
tions, have been debarred from caring for 
their hospitalized patients. This situation 


THE HEART IN PREGNANCY 
—Continued from page 146 


pregnancy, pone recognition of early 
signs of failure, and exercise regulation 
give the pregnant cardiac a much more 
favorable outlook than she formerly had. 
86-29 ETON STREET, JAMAICA, N. Y. 
202-15 MURDOCK AVENUE, ST. ALBANS, 
N. Y. 


Chinese Fellowships 


Fifty-two of the 125 Chinese doctors, 
dentists, public health experts and nurses 
to whom fellowship awards will be made 
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has constituted, until now, nothing less 
than a scandal. Happily, this phase of our 
ethics is in process of deodorization and 
rehabilitation. 

One would suppose that the Blue Cross 
and the various voluntary plans initiated 
and operated by the profession itself should 
see clearly that their complete success de- 
pends upon the integration of all qualified 
general practitioners—upon their hospi- 
talization, too, so to speak, along with the 
patients now lost to, or stolen from, them. 
Such professional unification and proper 
distribution of medical care is the key to 
successful defeat of political socialization 
—and at the same time the key to the 

roblem of insolvent voluntary hospitals 
acing possible closure. 

It is in situations like this that one’s 
faith in our free enterprise system is most 
severely tested. We are impatient to see 
private — go to work on this 
challenge with more celerity. 


Civilized Man's Witches 


Primitive tribesmen believe that their 
actions are determined by the whims of 
witches. In his book The Prevalence of 
Witches (Charles Scribner's Sons, 1947), 
Aubrey Menen suggests that Westerners 
who blame odd behavior on irresistible 
neurotic compulsions are no different from 
the primitive tribesmen, who blame the 
witches. 


+ 


annually, are presently in this country 
engaged in advanced studies at leading 
American universities in 14 states, it was 
announced recently at United Service to 
China headquarters, 1790 Broadway. 

The fellowship were bestowed by the 
American Bureau for Medical Aid to 
China, a cooperating agency of United 
Service to China, as part of a three-year 
program under which six national medical 
colleges in various parts of China will re- 
ceive aid designed to elevate their stand- 
ard of medical education to that of the 
best institutions in the United States, the 
announcement stated. 
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CONTEMPORARY PROGRESS 


MEDICINE 


A System for the Routine 
Treatment of the Failing Heart 


Harry Gold and associates (American 
Journal of Medicine, 3:665, Dec. 1947) 
describe a regimen for the treatment of 
congestive heart failure. On beginning 
treatment the patient is kept at rest, but 
not necessarily complete bed rest, unless 
there is a debnite indication for bed rest, 
such as acute coronary thrombosis. In other 
cases, the patient may rest in a chair; bath- 
room privileges are permitted if the patient 
feels like making the effort. The diet at 
first consists of four to six glasses of milk 
daily; for patients who are very hungry on 
milk alone, a bowl of boiled rice with 
sugar and milk may be included several 
times a day. If the patient shows real in- 
tolerance to milk, some other diet with 
very low salt content must be arranged. 
Water is given in an amount of 2 to 3 
om. taken in drinks of a few ounces at 
requent intervals. If the patient has had 
no digitalis recently a single dose of 1.2 
mg. digitoxin is given and this is followed 
by a single daily dose of 0.2 mg., which 
is increased or diminished according to in- 
dications in each case. A dose of mercu- 
hydrin is given intramuscularly (0.5 cc. on 
the first day). A chart of the daily weight 
is kept; the dose of mercuhydrin is varied 
to obtain satisfactory diuresis. The regimen 
is continued until the use of the diuretic 
fails to give any further substantial decrease 
in weight; when this “dry weight’ has 
been maintained for several days, the 
patient may become ambulant. A more 
liberal diet is begun, including most of 
the common foods, omitting those that are 
high in sodium content (sweet but not salt 
butter); no salt is used in cooking and 
none is added at the table. As this diet 
may cause some gain in weight, the daily 


168 


injection of the mercurial is continued until 
the weight levels off to the original dry 
weight, or a somewhat higher level. The 
interval between injections is then increased 
under careful control by the weight chart, 
until the weight is maintained without 
sudden changes. As the patient improves, 
the diet may be still further increased and 
the interval between mercurial injections 
still further prolonged. The daily mainte- 
nance dose of digitoxin that is effective is 
usually 0.2 mg., although in some cases 
this may be reduced to 0.1 mg. and in 
others increased to 0.3 mg. A comparison 
of the results in 140 hospital admissions 
for congestive heart failure treated by this 
method with those in 502 similar ad- 
missions treated by the usual method 
shows that with the method described, 
symptoms and signs subsided in about 90 
per cent; while with the other methods, 
similar improvement was noted in only 
about 50 per cent. Among the 133 patients 
treated by this method (140 admissions), 
there were 12 deaths; these deaths appeared 
to be of the same general type that occur 
in groups of patients with congestive fail- 
ure treated by other methods. 


COMMENT 


This article by Gold and his associates is 
one of my favorites. I use his method of treat- 
ment for congestive heart failure with excel- 
lent results and for fear that I may miss some- 
thing in his article I re-read it every week at 
least, I like the sodium-poor rice diet which is 
used for arterial hypertension for the treat- 
ment of congestive heart failure, Mercurial 
diuretics are life saving in these patients but 
when the patient no longer responds I find 
that a strict rice diet usually works, Even in 
ld age mercurial diuretics seem harmless but 
they should be used as Gold suggests. It is not 
unusual to give an injection every day for 
fifteen or twenty days and then continue the 
injections at 5-7 day intervals. 

M.W.T. 
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The Cell-Cleaning Therapy and the 
Liver Cell Gymnastics in Treatment 
of Chronic Hepatitis 


B, O. C. Pribram (American Journal of 
Digestive Diseases, 14:365, Nov. 1947) 
reports the treatment of chronic hepatitis 
by a method of alternately stimulating the 
assimilatory and the dissimilatory functions 
of the liver, enlarging the work-volume 
thythm of the liver cells by “a sort of 
‘cell gympastic’,”” thus improving the func- 
tional vitality of the liver cells. This 
method of treatment has been used for 
twelve years. On beginning treatment 
hypertonic glu- 


followed up for one or two years continued 
to maintain their improvement. Therefore 
it is not possible at present to determine 
how long improvement will continue, or 
whether the method of treatment can bring 
the process of liver destruction to a stand- 
still and perhaps even initiate regeneration 
of liver cells. Other methods of influencing 
the rhythmical activity of the liver cells 
(‘liver cell gympastics”) may be used. 
The author has used adrenal cortex ex- 
tracts instead of thyroxin. Or one or two 
days of full diet may be alternated with 


two days of complete fasting, for six weeks 
(instead of the 





cose solution is 


glucose - insulin, 
thyroxin rhythm). 





injected intra- : 
daecdly, and 8 Meee A ian ER a Metinine Still other ways 
to 10 units of in- bee Gr Salam Sastiins of influencing 
sulin given daily puns ee a pagel ie the rhythmical ac- 
for two days. Victor Cox Pedersen ......... Urology tivity of the liver 
During this pe- New York, N. Y. cells may be 
tiod the patient Harvey B. Matthews found, and the 
has a full diet, Brooklyn, N. Y. Obstetrics-Gynecology author is of the 


tich in proteins, 
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and glycogen dep- 
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L. Chester McHenry 
Nose and Throat-Otology 
Oklahoma City, Oklahoma 
Madge C. L. McGuinness 
Physical Therapy 


opinion that this 
method is worth 
trying in different 
forms of hepa- 
titis, as it involes 





days of thyroxin 
treatment (1 mg. 
daily) during 


Providence, R. |. 





Henry E. Utter ... 


New York, N. Y. : 
Ralph |. Lloyd ..... Ophthalmology no tisks. 
Brooklyn, N. Y. 
Harold R. Merwarth ...... Neurology Streptomycin 
Brooklyn, N. Y. in the Treat- 
Earle G. Brown ........ Public Health ment of 
including Industrial Medicine Pul 
and Social Hygiene u monary 
Mineola, N. Y. Tuberculosis 
Pediatrics Carl Muschen- 


heim and_= asso- 
ciates at Cornell- 








which time carbo- 

hydrates are entirely eliminated from the 
diet; this stimulates the dissimilatory phase 
of liver cell activity and depletes the gly- 
cogen stores. This rhythm of treatment is 
continued for six weeks. It has been em- 
ployed in the treatment of cases of sub- 
acute chronic hepatic insufficiency, in many 
types of hepatitis, especially in cirrhosis; 
the results in the latter group of cases 
have been most striking, because of un- 
satisfactory results with ott er methods. The 
prolonged follow-up of the patients treated 
was interrupted by the war, but patients 
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New York Hos- 
pital Medical Service (Annals of Internal 
Medicine, 27:989, Dec. 1947) report the 
treatment of 43 patients with pulmonary 
tuberculosis with streptomycin. The dosage 
of streptomycin was 3 grams daily, given 
intramuscularly in divided doses; in the 
first 18 cases, treatment was continued for 
one hundred and twenty days; later the 
treatment period was shortened to forty-two 
days. In a few cases, in the latter part of 
the series, the dosage of streptomycin was 
reduced to 1 gm. daily given in a single 
injection. But these cases are too few to 


— 








compare the therapeutic effectiveness of 
the two dosages. With the 3-gram dose, 
some signs of vestibular dysfunction were 
always observed, but such signs were ob- 
served in only one patient given 1-gram 
dosage. The administration of streptomycin 
resulted in some degree of measurable im- 
provement in all the 43 patients treated. 
Thirty-six of these patients were followed 
up for six weeks or longer after treatment. 
Of the 36 patients, 18 had pulmonary 
lesions that were predominantly exudative 
in nature. Nine of these 18 patients had 
satisfactory remission with extensive roent- 
genologic clearing of the lesions during 
or shortly after streptomycin therapy; 3 of 
these patients showed relapse in six to 
twelve months and required collapse ther- 
apy. Six patients showed considerable im- 
provement, but not satisfactory remission; 
they were, however, rendered more suit- 
able for collapse therapy, which was sub- 
sequently carried out in 5 cases with good 
results. Three patients showed some tem- 
porary symptomatic irnprovement but no 
significant lasting benefit. In 18 patients 
with lesions of the chronic fibrocavernous 
type, 4 had satisfactory early improvement 
under streptomycin therapy; and 4 others 
showed satisfactory impiovement when the 
course of sterptomycin therapy was fol- 
lowed by thoracoplasty. Ten patients 
showed temporary improvement but no 
lasting benefit from streptomycin therapy. 
In 11 cases in which tubercle bacilli were 
found in the sputum during seventy-five 
to one hundred and twenty days of strepto- 
mycin therapy, 10 strains highly resistant 
to streptomycin /n vitro were found during 
the course of treatment. The incidence of 
streptomycin-resistance was lower when 
therapy was continued for only forty-two 
days. If relapse occurred after the appear- 
ance of the sterptomycin-resistant organ- 
isms, further administration of streptomy- 
cin had no therapeutic effect. In a previous 
study of streptomycin in generalized 
hematogenous tuberculosis, it was also 
found that the appearance of bacilli re- 
sistant to streptomycin in vitro indicated 
that further use of the drug was without 
therapeutic value. 
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COMMENT 


It is interesting to note the progress being 
made in treatment of pulmonary tuberculosis 
by streptomycin. 

M.W.T. 


Caronamide: A Compound That 
Inhibits Penicillin Excretion by the 
Renal Tubules, Applied to the 
Treatment of Subacute Bacterial 
Endoccrditis 


W. P. Boger and associates at the Uni- 
versity of Pennsylvania Hospital (American 
Journal of Medical Sciences, 214:493, Nov. 
1947) report a case of subacute bacterial 
endocarditis treated with penicillin given 
by intramuscular injection and caronamide 
given by mouth. Studies by various investi- 
gators have shown that caronamide delays 
the excretion of penicillin by the renal! 
tubules, and therefore increases the con- 
centration of penicillin in the blood after 
each injection. No serious toxic effects of 
the drug have been observed. In the case 
reported, the endocarditis was due to in- 
fecrtion by a strain of Streptococcus viri- 
dans that was relatively resistant to both 
penicillin and streptomycin. High concen- 
tration of penicillin in the blood was there- 
fore required to be therapeutically effective 
in this case. With the use of caronamide, 
the plasma concentration of penicillin was 
increased to 30 to 60 units per cc. and was 
much higher than the maximum to be 
expected with even the larger doses of 
penicillin employed in this case (1,000,000 
to 4,000,000 units daily). The patient 
showed satisfactory clinical improvement 
and blood cultures became negative. There 
was no evidence of renal impairment after 
caronamide was discontinued. 


COMMENT 


This method of inhibiting penicillin excre- 
tion should be investigated thowoughly. 
Further observations will be awaited with 


interest. 
M.W.T. 
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UROLOGY 


An Artificial Sphincter: A New 
Device and Operation for Control of 
Enuresis and Urinary Incontinence 


F. E. B. Foley (Journal of Urology, 
58:250, Oct. 1947) describes an artificial 
sphincter and an operation for the control 
of enuresis and urinary incontinence in the 
male. No method of treatment of urinary 
incontinence in the male due to an ana- 
tomically damaged external sphincter has 
been satisfactory. The method described 
by the author is, like other methods, ‘a 
makeshift,” but has given more satisfactory 
results. The artificial sphincter may be 
applied to the whole circumference of the 
penis or to a segment of the urethra isolated 
from adjacent structures by a new type of 
operation, called the cutaneous tunnel 
operation. The artificial sphincter can be 
applied to the entire circumference of the 
penis in young boys or in adults with an 
unusually small penis. This method has 
proved of 5 ae value in juvenile enuresis. 
In a considerable percentage of cases of 
nocturnal enuresis the use of the artificial 
sphincter for a few weeks will permanently 
relieve the condition. This method of ap- 
plication of the artificial sphincter is also 
indicated for all adults with temporary in- 
continence, although in the adult this form 
of application is not as effective or free 
from complications; it may cause engorge- 
ment and partial erection distal to the site 
of application. If the incontinence is 
definitely known to be permanent in an 
adult with a penis of normal size, and 
there is useful bladder capacity (more than 
100 cc.), the cutaneous tunnel operation 
is indicated, with application of the arti- 
ficial sphincter to the isolated segment of 
urethra. In this operation a segment of the 
urethra about 4 cm. in length forward 
from the penoscrotal junction and_ sur- 
tounded by its corpus spongiosum is 
separated in a cutaneous tunnel from the 
other structures of the penis. The skin 
incisions for this operation should be at 
least 6 cm. jong, as cicatrization shortens 
the original surgical opening; they should 
be sufficiently near to the dorsum to give 
sufficient skin for approximation of the 
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central edges of the incisions around the 
urethra and its corpus spongiosum without 
tension. The author has employed. the 
artificial sphincter—with and without the 
cutaneous tunnel operation—in many cases 
of enuresis and incontinence with satisfac- 
tory results; however, efforts are being 
made to improve still further both the 
pneumatic clamp and inflating device. 


COMMENT 

The dividing line is whether or not the 
enuresis is acquired after injury or operation 
or is congenital, There are probably acquired 
cases which lend themselves to the operation 
successfully, In congenital cases on account of 
embryological defects and deficiencies the re- 
pair becomes of doubtful value, In both 
classes of case the turgescence of the penis 
excited by the interference and the dressing 

may nullify all attempts, 
V.C.P. 


A New and Rapid Method for the 
Control of Urinary Tuberculosis: 
Preliminary Report 


G. E. Slotkin (Journal ofUrology, 58: 
464, Dec. 1947) describes a new method 
for the treatment of urinary tuberculosis. 
In in vitro experiments it was found that 
exposure of Mycobacterium phlei to chaul- 
moogra oil in 2:5000 dilution for twenty- 
four hours rendered the organism morc 
sensitive to streptomycin. In ped rms 
on guinea pigs inoculated with tuberculosis 
it was found that treatment with chaul- 
moogra oil and streptomycin was more 
effective in overcoming the infection than 
either drug alone. Most of the animals so 
treated showed no evidence of tuberculosis 
when killed and autopsied after completion 
of treatment. Six patients with inoperable 
bilateral renal tuberculosis and secondary 
bladder symptoms were treated with chaul- 
moogra oil and streptomycin. In the first 
3 cases the regular oil of chaulmoogra was 
used, but in the later cases a more refined 
oil derived from the ethyl ester hydno- 
carpus oil (Moogrol) was used; this oil is 
rcadily absorbable and non-irritating and 
causes no pain when injected intramuscu- 
larly. Each patient was given 1 cc. of the 
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oil intramuscularly for three days, then 
2 cc. for four days. Following this 1 cc. 
of the oil and 1 gm. of streptomycin were 
given for thirty days. The daily dose of 
streptomycin was added to 16 cc. of dis- 
tilled water and given in 8 doses of 2 cc. 
each every three hours, The patients were 
all hospitalized but were ambulatory. This 
treatment resulted in relief of symptoms 
and in disappearance of the tubercle bacilli 
from the urine (culture and guinea-pig 
inoculation). The evidence of the in vitro 
and in vivo experiments and of the clinical 
results indicates that the chaulmoogra oil 
dissolves the protective cell wall of Myco- 
bacterium tuberculosis, rendering it more 
sensitive to the action of streptomycin. 
Further studies should be made of this 
combined therapy not only in tuberculosis 
of the urological tract, but also in other 
types of tuberculosis. 


COMMENT 


In this combination of chaulmoogra oil and 
streptomycin we have the promise of some- 
thing worth while, The well known resistance 
of the organism of tuberculosis to ordinary 
means of bacterial attack makes any method 
to overcome that resistance very inviting in- 


deed, 

VP. 
Removal of Ureteral Calculi 
by Catheter Traction 


J. J. Robbins (United States Naval 
Medical Bulletin, 47:954, Nov.-Dec. 1947) 
reports 3 cases in which ureteral calculi 
were removed by catheter traction. The 
method employed was that described by 
Finney in 1941; which consists essentially 
in looping a catheter around the stone and 
removing it by traction. A blunt-tipped 
No. 6F catheter is employed, which is 
modified by inserting a suture in the distal 
end; the author, instead of knotting this 
suture, used a double length, leaving both 
ends long. A wire stilet is inserted into 
the catheter, and the catheter is passed to 
the stone and beyond it; if there is difficulty 
in passing the stone, a local anesthetic is 
injected through the catheter to relieve 
spasm. When the catheter reaches the 
renal pelvis, the stilet is withdrawn a few 
inches and the cystoscope is removed. By 
manipulation of the catheter and the suture, 
a loop is made in the catheter, which is 
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then pulled down so that the stone is en- 
gaged in this loop. The patient is put to 
bed; pain is controlled by an — and 


traction of 2 pounds (measured by a small 
scale attached to the end of the catheter) 
is applied “for a moment” every hour for 
twenty-four hours. In the 3 cases reported 
the stone was successfully removed by this 
procedure within twenty-four hours. If this 
procedure is not successful, however, a 
light gas anesthesia may be used and trac- 
tion of 5 pounds applied. 


COMMENT 


The authors do not directly refer to dilata- 
tion of the ureter up to the stone and even 
beyond it. No matter what steps are taken to 
engage the stone in a loop or what not this 
dilatation is essential for easy delivery, As a 
rule a stone will pass when all obstruction 
ahead of it is removed. 

V.C.P. 


Urinary Incontinence Following 
Transurethral Resection 


J. A. Lazarus and M. S. Marks (Urologic 
and Cutaneous Review, 51:626, Nov. 
1947) have found that some degree of 
urinary incontinence follows transurethral 
resection more frequently than is commonly 
reported; but when not caused by sever- 
ance of the compressor urethrae muscles, 
it is usually a self-limited condition. The 
degree of urinary incontinence varies from 
a niild dripping of urine after slight strain 
(coughing, sneezing, etc.) to a constant 
loss of urine when the patient is ambula- 
tory. There is usually increased urinary 
frequency, and the condition causes the 
patient much anxiety and mental depres- 
sion. A treatment designed to re-establish 
the tonus of the detrusor, vesical neck and 
compressor urethrae muscles has been 
found to be of value in overcoming this 
type of urinary incontinence. A small 
urethral catheter is introduced and the 
bladder filled with warm 2 per cent boric 
acid solution until the patient feels an 
intense desire to urinate. He is instructed 
to retain the fluid for about two minutes, 
when a small quantity of fluid is released, 
sufficient to relieve discomfort. The bladder 
is again overdistended with fluid and the 
pracedure repeated five or six times. The 
bladder is then emptied and a Cunningham 
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incontinence clamp applied. The patient is 
instructed to remove the clamp every two 
hours and to empty the bladder; after 
urination, he is instructed to note the 
amount of dribbling and the exact time 
that it commences. Treatments are given 
three times a week for the first two weeks, 
then at longer intervals; if dribbling 
diminishes, the clamp is applied with 
lessened pressure; when it ceases the clam 
is removed, and reapplied only if dribbling 
recurs. During the early stage of treatment 
strychnine sulfate (1/60 grain three times 
a day) is given. Any infection is treated 
by chemotherapy or an antibiotic as indi- 
cated. 


COMMENT 


Most persons fill the bladder comfortably 
once in 4 hours. Hence in practicing contin. 
ence it is a wise procedure to empty the blad- 
der once in 2 hours, gradually increasing to 
4 hours. Confidence and comfort may thus 
be aided very materially, 

V.C.P. 


Syphilis of the Prostate 


E. Crowley and E. Thomas (Journal o} 
Urology, 58:367, Nov. 1947) report a 
case of syphilis of the prostate in which 
the diagnosis was confirmed by histologic 
examination of tissue removed by trans- 
urethral resection. A review of the liter- 
ature shows that only a few cases of 
syphilis of the prostate have been reported, 
and in only 3 of these cases was histologic 
examination of tissue done. In the other 
cases diagnosis was based on positive 
serological tests for syphilis, and on the 
fact that all subjective and objective symp- 
toms and signs indicative of prostatic 
carcinoma were relieved by adequate anti 
syphilitic therapy. In the authors’ case, the 
patient was a man fifty-three years of age, 
who had been treated for syphilis because 


of a positive Wassermann reaction, al- 
though he denied a primary lesion. At the 
time he came under the authors’ observa- 
tion, the blood Wassermann was negative; 
the patient was under treatment with stil- 
bestrol because of a diagnosis of carcinoma 
of the prostate. Rectal examination showed 
the prostate to be moderately enlarged, 
“stony hard,” fixed and nodular. X-ray 
examination showed no bone or lung 
metastases. A transurethral resection was 
done to relieve vesical neck obstruction 
and obtain tissue for biopsy. Examination 
of this tissue showed typical gumma with 
caseation. This is the first case, as far as 
the authors’ review of literature indicates, 
in which gumma of the prostate has been 
resected transurethrally, and gumma with 
caseation demonstrated histologically. Fol- 
lowing discharge from the hospital after 
the transurethral resection, the patient was 
placed on ee therapy with peni- 
cillin (114 million units), bismuth and 
mercury given intramuscularly and potas- 
sium iodide by mouth. Arsenicals were not 
used because the patient was known to be 
sensitive to these drugs. Following treat- 
ment, rectal examination showed the pros- 
tatic area to be normal except for one small 
indurated area, and the patient was free 
from symptoms. In patients with a history 
of syphilis, the possibility of syphilis of 
the prostate should be suspected when there 
are symptoms of vesical neck obstruction 
with physical findings suggestive of pros- 
tatic carcinoma. 


COMMENT 

Gumma may locate in any organ whatever, 
especially in the presence of irritation, The 
faculty the prostate has of succumbing to irri- 
tation makes it a favorable point for this 
special lesion. Although the reports are rare 
it is probably a rather common mans 
V.C.P. 


GYNECOLOGY 


Improvement in Abdominal 
Hysterectomy Mortality 

R. S. Siddall and M. C. Mack (Surgery, 
Gynecology and Obstetrics, 85:175, Aug. 
1947) present a review of 6,692 abdominal 
hysterectomies at Harper Hospital, Detroit 
in 1928 to 1945 (inclusive). Of this num- 
ber, 2,050 were total hysterectomies. It was 
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found that the total number of hysterec- 
tomies performed each year increased dur- 
ing this period; and also that the percentage 
of total hysterectomies increased. In 1928 
to 1932 only 20.7 per cent of all abdominal 
hysterectomies were total operations, but 
in the last five year period, the percentage 
of total operations had doubled (41 per 
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cent), although in the latter period the use 
of radical hysterectomy for carcinoma of 
the cervix had been largely abandoned. The 
death rate for all abdominal hysterectomies 
decreased from 3.7 per cent in 1928 to 
1932 to 1.65 per cent in 1933 to 1940, 
and to 0.78 per cent in 1941 to 1945. 
While the mortality of the subtotal oper- 
ation decreased, the most notable decrease 
occurred in the mortality of total hysterec- 
tomy, from 7.3 per cent in 1928 to 9132 
to 0.80 per cent in 1941 to 1945. in the 
entire series the chief causes of postoper- 
ative death were infection, hemorrhage 
with shock and cardiac failure, and em- 
bolus. The reduction of the mortality in the 
last five year period is attributed to the 
reduction of the incidence of these com- 
plications in this period. The chief factor 
in reducing the incidence of postoperative 
complications and mortality in this series 
was found to be the increasing use of blood 
transfusion. Chemotherapy also probably 
was responsible for some improvement, but 
this could not be demonstrated statistically. 
Future improvement in the mortality of 
abdominal hysterectomy must depend upon 
“more energetic” employment of the 
methods that have proved to be beneficial. 


COMMENT 


In our hands the chief factors in reducing 
morbidity and. mortality from hysterectomy 
are: (1) adequate preoperative preparation 
of the patient, No patient, except in emer- 
gency, should be operated upon within 36 to 
72 hours after admission to the hospital. We 
insist upon at least 48 hours. (2) Perform 
the operation as quickly and with as little 
trauma as possible, Prevention of infection, 
hemorrhage, and shock is B gps © (3) Ade- 
quate and repeated blood transfusions. We 
transfuse on the slightest indication, Good 
blood, properly selected, never did any pa- 
tient any harm. (4) Chemotherapy, penicillin 
and streptomycin are given only when indi- 
cated, rarely prophylactically, Our mortality 
compares favorably with that of the authors’, 
Any operator whose mortality from hysterec- 
tomy—any type—is above 1 or 2 percent 
should look into his methods and technics to 
find out the reason, Do not let the modern 
“noise” about the wonders of chemotherapy 
and the antibiotics; hemostatic agents that 
stop bleeding like magic; early ambulation; 
and crackpot ideas born of inexperience. 
keep you from using good common sense 
coupled with a correct diagnosis and adequate 
preoperative preparation of the patient plus a 
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meticulous operative technic and blood trans. 
fusions upon the slightest indication, Chemo- 
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therapy and/or the s not be 
expected to replace surgical asepsis and anti- 
sepsis nor good surgical technic and judg. 
ment. “An ounce of prevention is” still 
“worth a pound of cure”, 

H.B.M, 


A Correlation Between Vaginal 
Smear and Tissue Diagnosis in 1045 
Operated Gynecologic Cases 


N. P. Isbell and associates at the Free 
Hospital for Women, Brookline, Mass. 
(American Journal of Obstetrics and 
Gynecology, 54:576, Oct. 1947) report a 
study of vaginal smears in comparison with 
examination of tissue removed for biopsy 
or at operation in 1,045 gynecologic cases. 
Vaginal smears were taken from in-patients 
the day before i and from out- 
—_ who subsequently had cervical 

iopsies. These smears were prepared and 
stained according to Papanicolaou’s tech- 
nique and examined by one or another of 
the authors who did not know the clinical 
history or the results of the tissue examina- 
tion at that time. In 1000 cases the diag- 
nosis based on tissue. diagnosis was un- 

uestionable. There were 40 carcinomas of 
the cervix in this group in which the 
vaginal smear was positive for carcinoma 
in 39 cases and there was one false nega- 
tive. There were 18 malignancies of the 
uterine fundus with a positive vaginal 
smear in 15 cases and false negatives in 3 
cases. There were 2 vaginal carcinomas in 
both of which the vaginal smear was posi- 
tive. Thus in a total of 60 cases of malig- 
nancy, the total error in diagnosis by the 
vaginal smear was 6.66 per cent (4 false 
negatives). In the 940 cases in which the 
tissue examination showed no malignancy 
there were 11 false positive vaginal smears. 
In 41 cases the diagnosis might be’ con- 
sidered equivocal although in 20 of these 
cases the diagnosis of carcinoma-in-situ of 
the cervix or endometrium was made by the 
pathologist; in 21 this diagnosis was stated 
to be probable or possible. In the 13 cases 
in which a definite diagnosis of carcinoma- 
in-situ of the cervix was made the vaginal 
smear was positive in 8 cases and negative 
in: 5 cases; in the 7 cases of carcinoma-in- 
situ of the endometrium, the vaginal smear 
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was positive in only one case. In the 13 
questionable cases of carcinoma-in-situ of 
the cervix, the vaginal smear was positive 
in 4 cases, but no positive smear was ob- 
tained in 8 questionable cases of carcinoma- 
in-situ of the endometrium. This series 
of cases also included 4 cases of malig- 
nancy outside the uterus, cervix or vagina, 
involving the Fallopian tube, the bladder, 
the urethra and the vulva; the vaginal 
smears were positive in these cases indi- 
cating that malignant cells may be carried 
into the vagina from such sources. On the 
basis of these findings the authors con- 
clude that the vaginal smear is a valuable 
adjunct to a gynecological clinic, being 
especially satisfactory for detecting malig- 
nancy in the cervix and vagina. 


COMMENT 


“Early diagnosis” in cancer has been 
stressed for the past 35 years. Through mass 
education this working slogan is beginning to 
produce results. The physician is seeing early 
cancer more frequently than ever before, But 
the “cancer conscious” physician can go a 
step further, and, by examination of smears 
made from vagina and cervix, discover cancer 
before it is even suspected, much less seen or 
felt. This vaginal smear technic devised by 
Papanicolaou in discovering early cancer is 
certainly the “find of the century”; by far 
the most important measure in the fight 
against cancer in women that has ever been 
discovered, As proof of this statement, Dr. 
Isbell and associates have correlated the 
vaginal smears and tissue diagnosis in 1045 
operated gynecological cases and found the 
total error in diagnosis by the vaginal smear 
was only 6.66 percent, No other method could 
have approached this degree of accuracy. 
Read and re-read this article and employ this 
technic as often as you can, By means of 
vaginal and cervical smears you can diagnosis 
cancer of the uterus, cervix, or vagina “really 
early”, Remember! since we do not know the 
cause of cancer the only hope for the patient 
is early diagnosis; and early diagnosis can be 
made only by the doctor who is “forever 
looking for cancer’. 

H.B.M. 


A Clinical Study of a 
New Synthetic Estrogen 


H. A. C. Lin (American Journal of 
Obstetrics and Gnecology, 54:296, Aug. 
1947) reports the use of a new synthetic 
estrogen (3,4-bis (m-methyl-p-proprio- 
noxy-phenyl) hexane), given orally to 43 
menopausal patients at the Endocrine 
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Clinic of the Jersey City Medical Center. 
A total of 71 courses of treatment were 
given to these 43 patients; the usual dose 
was 1 mg. twice or three times a day. 
The first course of treatment was four 
weeks in most instances; a second course 
of treatment was given if patients returned 
with a recurrence of symptoms after two 
or three weeks. Complete relief of symp- 
toms or relief of all but one or two 
symptoms was obtained in 64 of the 71 
courses of treatment, or 90.1 per cent. In 
most of these patients the improvement 
has been maintained by a maintenance dose 
of 1 mg. of the estrogen daily. Only 2 
patients showed no relief; both of them 
had arthritis which was not affected by 
the treatment; both also gave a history of 
adverse family conditions, which often. 
undermine the therapeutic effect of estro- 
gen. The oral administration of this estro- 
gen also converted atrophic vaginal smears 
to smears of full estrogenic reaction; and 
rendered alkaline vaginal secretions acid. 
Only one patient (on a dosage of 1 mg. 
three times a day) showed any side re- 
action—vomiting, nausea, headache and 
fever at the end of the third week. None 
of the other patients reported any ill effects. 


COMMENT 

There are so many estrogenic preparations 
on the market that one has difficulty in 
choosing the “proper one”, We have an idea 
that the best procedure is to select one good 
preparation and stick to it, How can one tell 
which one is “good”? Either by personal 
clinical experience or the experience of others 
who are known for their judgment and ve- 
racity, Unfortunately many pharmaceutical 
houses do not stick to the facts when adver- 
tising their estrogenic preparations. However, 
these firms are not entirely to blame for 
certain members of the medical profession 
will publish statements that are not true. 
Furthermore, many doctors demand and em- 
ploy certain endocrine preparations which are 
labeled “inert”’ by the manufacturer—so what! 
One certainly is expected to use some dis- 
crimination. The preparation reported upon 
by Dr. Lin — 3, 4-bis hexane — known as 
“meprane”, is potent and we have had very 
satisfactory clinical results from its oral use. 
The 1948 racket in the practice of medicine 
could well be designated as: the indiscriminate 
use of endocrine preparations — particularly 
the estrogens, A sensible resolution for every 
physician would be “do not use an endocrine 
preparation unless you are sure it is (a) 
potent and (b) it is indicated’’, 
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Gonorrhea in Gynecology 


Hannah Peters (American Journal of 
Obstetrics and Gynecology, 54:517, Sept. 
1947) reports that of 2832 women ad- 
mitted to the gynecologic clinic of the 
Permanente Field Hospital of Richmond, 
California, 390 were found on bacterio- 
logical examination to have gonorrhea. 
The most frequent symptom, the chief 
complaint in 115 cases, (36 per cent), was 
abdominal pain; in 36 of these cases some 
other symptom was also present. In most 
cases, the pain was of short duration. In 
72 cases, the chief complaint was some 
menstrual irregularity, usually prolonged or 
excessive flow; most of these women came 
to the clinic at the time of the first ab- 
normal menstrual period. Fifty women 
came to the clinic because they suspected 
the possibility of venereal disease. In 41 
cases the chief complaint was a vaginal 
discharge; in some of these the discharge 
was the typical creamy yellow discharge 
considered to be characteristic of gon- 
orrheal infection, but in others the dis- 
charge was an irritating green discharge 
commonly seen in Trichomonas vaginalis 
infections. In 23 cases urinary disturbances 
were the chief complaint. There was only 
one patient who showed the classical triad 
of symptoms of gonorrhea in the female— 
vaginal discharge, frequency and burning 
on urination. A large percentage of the 
women complained of symptoms that are 
not usually attributed to gonorrhea. Of 
special interest is the occurrence of irregu- 
lar aid prolonged menstruation in almost 
one-fourth of the patients which was often 
the only symptom of the infectious process 
and which occurred early in the disease. 
This indicates that the menstrual disturb- 
ances may be due to involvement of the 
endometrium early in the ascending process 
of the gonorrheal infection and not to 
involvement of the adnexa. On the basis 
of these findings the author states that it is 
important to make bacteriological studies 
on women with menstrual disturbances 
even in the presence of bleeding. A “higher 
level of suspicion” must be applied to 
patients with such symptoms in gyne- 
cological practice, if chronic gonorrhea is 
to be prevented. 


176 


CoMMENT 


Despite the widespread educational cam- 
paigns against venereal disease, gonorrhea is 
a common disease amongst young adult and 
older women. This was particularly true dur- 
ing the war years in certain industrial centers 
and where military service personnel were 
stationed. Hannah Peters reports that in her 
clinic for' the year ending February 1945 of 
2832 new clinic gynecologic patients 390 or 
13.8 percent had proven gonorrhea. (Per- 
manente Field Hospital, Richmond, Califor. 
nia). This is an alarmingly high incidence 
and shows what segregation of large numbers 
of young male and female workers will do 
“for the propagation of the gonococcus”. 
Fortunately, if the diagnosis is made early and 
the proper treatment through chemotherapy 
instituted promptly, gonorrhea is much less 
disabling than ever before, particularly in the 
female, Proper clinical management, coupled 
with an honest effort to follow through every 
case until no gonococci are found in several 
weekly and monthly smears and “no growth” 
cultured in proper media, is the solemn duty 
of every physician who treats gonorrhea, If 
the patient be a female he should be a 
“thousand times” more sure that she is free 
of gonorrhea, As a “home wrecker’’ the gono- 
coccus is no respecter of color, race, creed, or 
position in society. As a physician, don’t be 
half sure; be absolutely sure that your patient 


is cured. 
H.B.M. 


Ultraviolet Blood Irradiation 
Treatment of Pelvic Cellulitis 

R. C. Olney (American Journal of 
Surgery, 74:440, Oct. 1947) reports 631 
cases of pelvic inflammatory disease treated 
by Knott's method of ultraviolet blood 
irradiation. The treatments were usually 
given at intervals of two to four weeks, 
but sometimes more frequently in severe 
cases. The series reported included 220 
cases of very severe chronic non-gonorrheic 
pelvic cellulitis, with massive swelling, 
tenderness and pain. All these patients had 
had recurrent attacks and many of them 
had been operated on. Of this group 174 
patients, or 79 per cent, have been com- 
pletely relieved of symptoms by the ultra- 
violet blood irradiation treatment, and their 
pelvic organs have returned to normal; 24, 
or 11 per cent, are much improved but not 
entirely relieved; 22, or 10 per cent fe 
quired operation for ovarian cyst, uterine 
fibroids, or definite abscess formation. Of 
238 cases of moderately severe pelvic 
inflammatory disease with swelling and 
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tenderness of the pelvic structures, 191, or 
80 per cent, have been completely relieved 
of symptoms by ultraviolet blood irradi- 
ation therapy with return of all pelvic 
organs to normal; 24, or 10 per cent, have 
been markedly relieved but show some 
residual pelvic tenderness; 23 did not con- 
tinue treatment. Of 174 patients with mild 
pelvic infection and dysmenorrhea who 
showed tenderness of the pelvic organs 


but no palpable masses, 151, or 87 per 
cent, have con entirely relieved of symp- 
toms by the ultraviolet blood irradiation 
therapy; 17 patients were much improved, 
and 6 did not continue treatment. In his 
twenty-five years of practice, the author 
states that he has never found any treat- 
ment for pelvic inflammatory disease that 

uals ultraviolet blood irradiation by the 
Knott technique. 


OBSTETRICS 


Further Observations on the Use 
of the Neutral Diet and Hydration 
In the Treatment of Toxemias of 
Late Pregnancy 


R. R. de Alvarez (American Journal of 
Obstetrics and Gynecology, 54:445, Sept. 
1947) reports 224 cases of the toxemia of 
pregnancy treated by a method of medical 
management that has been employed at the 
University of Michigan Hospital since Jan. 
1, 1935. Of the 224 patients in this series, 
116 (52.2 per cent) were under twenty- 
four years of age, and 109 (53.5 per cent) 
were primigravidas. In 16 cases the 
toxemia was not classified; there were 96 
cases of mild pre-eclampsia, 58 cases of 
pre-eclampsia and 16 cases of eclampsia; 
15 cases of benign hypertension; 9 cases of 
malignant i ppm and one case each 
of acute and chronic glomerulonephtitis. 
The treatment in these cases included a 
neutral diet, abundant fluids, administra- 
tion of ammonium chloride, bed rest, seda- 
tion and hospitalization. The neutral diet 
employed consists of foods that yield an 
equal amount of acid and alkaline ash with 
the addition of foods that yield an ash 
with no chemical reaction; it is salt free 
and low in sodium. The average caloric 
yield of the diet is 2,100 calories daily; 
the protein content 85 to 100 gm. daily; 
for patients who are much overweight, the 
caloric intake is cut to 1,400 to 1,500 
calories daily. Fluids are given in amounts 
necessary to maintain a daily urinary out- 
put of 2,000 cc. Fluids are given paren- 
terally if necessary. Ammonium chloride 
is employed to release the sodium ion from 
the tissues and to release the intercellular 
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fluid retained by the sodium; it is given 
in gelatin capsules, the average dose being 
3 gm. (45 grains) three times daily for 
four days. In patients in coma or with con- 
vulsions ammonium chloride is given by 
stomach tube (mixed with cream) after 
convulsions have been controlled, or intra- 
venously. Even patients with mild toxemia 
are hospitalized for a few days and in- 
structed in further home care; all other 
patients are hospitalized promptly for com- 
plete care. Sedation is employed as neces- 
sary to ensure adequate rest; usually only 
small doses of phenobarbital are required. 
In eclampsia intravenous pentothal sodium 
is used to control convulsions; sedation as 
necessary and the medical treatment are 
continued after convulsions are controlled. 
Oxygen was used in eclampsia or severe 
pre-eclampsia and when there was any 
cyanosis or dyspnea. Of the 124 patients in 
this series 169 or 75.4 per cent showed 
satisfactory improvement; and of the 
patients with the so-called “‘true’’ toxemia 
of pregnancy (pre-eclampsia and eclamp- 
sia), more than 80 per cent showed satis- 
factory improvement; only one of the 16 
patients with eclampsia died. There were 
5 other deaths in the series, 2 patients with 
severe pre-eclampsia and 3 with malignant 
hypertension. Patients showing satisfactory 
improvement were kept on a conservative 
regimen until labor occurred spontaneously 
or was induced at term. If there was no 
definite improvement in five to seven days, 
the pregnancy was terminated by “the most 
conservative means” suitable for each 
patient. Cesarean section was done in 10 
cases in this series, including 2 cases of 
eclampsia. 
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COMMENT 
Adequate prenatal care has all but elimin- 
ated the occurrence of eclampsia—both in 
dispensary and private practice — provided 
there is no antecedent nephritis. Diet is the 
answer, Weight gain is the cilincal criterion. 
A gain of between 20 to 25 pounds is safe. 
The author’s outline of diet is excellent and 
we can vouch for the fact that under such a 
regimen the occurrence of pre-eclampsia and 
eclampsia is practically eliminated, His man- 
agement of the occasional case of eclampsia 
is very efficient. We would not do cesarean 
section after convulsions had occured unless 
we felt there was absolutely no other way out. 
Since there were only two such cases in the 
author’s series we believe he feels the same way 
about cesarean section in eclampsia. Read this 
article carefully and follow the routine given 
and you will rarely have to treat pre-eclampsia 
and practically never eclampsia, Remem 
Any doctor who has a case of eclampsia in 
his obstetric practice nowadays has not given 
adequate prenatal care, This is one sickriess 
that can usually be prevented, or, if not pre- 
vented, the pregnancy can be terminated be- 
fore the convulsive stage is reached. 
H.B.M. 


A Method of Delivery for 
Hydrocephalus Associated with 
Breech Presentation 


D. N. Danforth (American Journal of 
Obstetrics and Gynecology, 54:694, Oct. 
1947) describes a method for delivery of 
a hydrocephalic infant in breech presenta- 
tion. The method, he states, was suggested 
by a description in Stander’s Obstetrics 
(1945), but differs in detail. The chief 
value of the method is its simplicity and 
safety. Since in cases of hydrocephalus with 
breech presentation, stillbirth is inevitable, 
it is mot necessary for the breech to be 
delivered by voluntary effort of the mother. 
As the breech approaches the perineum, 
traction may be made on the groin with a 
blunt hook. The breech and shoulders are 
delivered as usual, without attempting to 
make the head engage more deeply. A 
Jackson retractor is placed anteriorly; the 
highest spinous processes which can be 
visualized are palpated, an incision made 
in the midline over two of these processes, 
and the skin edges retracted with an Allis 
forceps. A laminectomy is then done by 
incision through the laminae with a scalpel 
and removal of the fragment with a small 
rongeur. The tip of a uterine dressing 
forceps is introduced into this opening and 
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with the blades separated slightly is forced 
gently upwards into the cranial cavity, ro- 
tating the instrument to enlarge the canal. 
Pressure is made on the head from above, 
causing cerebrospinal fluid to flow from 
the laminectomy opening; this is continued 
until the flow stops or the collapsed head 
is advanced so that it can be delivered. The 
uterine dressing forceps is withdrawn, and 
the Mauriceau maneuver used to deliver 
the head. The author considers this method 
superior to the usual perforation behind 
the ear or —— the lambdoidal structure; 
as it is carried out under direct vision, 
there is no danger of injury to the maternal 
sott parts by bone spicules. 
COMMENT 

In breech delivery, perforation of the y tes 
coming hydrocephalic head or when the fetus 
is dead, the normal head, is always in order. 
Such procedure minimizes trauma to the 
cervix, particularly if complete dilatation has 
net been accomplished. This has been almost 
routine for at least 100 years. The location 
of the site for perforation of the after-comin 
head has varied from time to time and wit 
Operator to operator, some favoring one site 
or some special technic while others used any 
site or instrument that was handy. The 
author’s technic is an example. We have not 
followed in detail this exact technic but have 
performed many perforations on the after- 
coming head by simply plunging a Naegele 
perforator or Smellie scissors through the base 
of the skull and by a spreading and rotating 
motion and suprapubic pressure have evacu- 
ated the content of the skull, We agree that 
perforation should a: all times be under direct 
vision and therefore “behind the ear or 
through the lambdoidal suture” are not the 
proper places for perforation. Meticulous care 
is always in order lest damage to the lower 
uterine segment, bladder or rectum occur, It 
is easy if you know how; if you have had no 
experience call for help, Consultation never 
hurt any doctor—except his own pride, 


The Rh Factor In Obstetrics 

H. W. Mayes (Surgery, Gynecology and 
Obstetrics, 85:432, Oct. 1947) reports that 
at the Methodist Hospital, Brooklyn, Rh 
factor determinations were made in 7,032 
women and 1,042 (14.7 per cent) were 
Rh-negative. During this same three year 
period 572 women who were Rh-negative 
were delivered at the Hospital. Trans- 
fusions of mother’s blood were given to 
232 infants of these Rh-negative mothers; 
in 229 of these cases the transfusion was 
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given by cord at birth as a prophylaetic 
measure, and in 3 cases intravenously after 
birth when symptoms of erythroblastosis 
developed. There were 9 infant deaths in 
this group, 7 in prematures, and 2 in full 
term infants, neither due to erythroblastosis 
fetalis. There were 13 cases of erythro- 
blastosis fetalis or suspected erythroblastosis 
in this group in which transfusions of 
mother’s blood were given (10 by cord 
and 3 intravenously); there were no re- 
actions to the transfusion and no deaths. 
In the group of 340 infants not given trans- 
fusion of mother’s blood, there were 9 
deaths, 2 in prematures, 7 in full term 
infants, 5 of which were due to erythro- 
blastosis fetalis. Most of the premature 
infants in the series were given transfusions 
of mother’s blood, therefore there were 
only 12 prematures in this group, and 35 
prematures in the group given transfusions 
of mother’s blood. In the group of 340 
infants not given mother’s blood, there 
were 18 cases of erythroblastosis fetalis; 
one infant died without being given any 
transfusion; 17 were transfused with Rh- 
negative group O blood, and 4 died, 3 
showing severe transfusion reactions; more 
than one transfusion was given in 9 of 
these 17 cases. Blood counts on 100 in- 
fants given cord transfusions of Rh-nega- 
tive mother’s blood and on 100 infants not 
given transfusions showed that the trans- 
fused infants had an average of 678,000 
more red cells than the non-rtnasfused. In 
80 cases in which Rh-negative mother’s red 
cells were matched against the infant’s 
serum there was some agglutination in 10 
instances, which was slight in 3 cases; one 
infant transfused with such “incompatible” 
mother’s blood showed no reaction. Al- 
though the use of Rh-negative mother’s 
blood for transfusion of the infant in cases 
of erythroblastosis fetalis has been criti- 
cized, the excellent results obtained in this 
series have encouraged the author and his 
associates to continue using this method. 


Sedation with Rectal Tri-Brom- 
Ethanol (Avertin, Bromethol) in the 
Management of Eclampsia 


J. D. Dewar and W. I. C. Morris 
( Journal of Obstetrics and Gynaecology of 
the British Empire, 54:417, Aug. 1947) 
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report the use of tri-brom-ethanol given by 
rectum in the treatment of 44 cases of 
eclampsia. When the patient’s weight was 
known, the dosage was calculated on the 
basis of body weight, using the mean of 
the dose recommended for basal anesthesia 
(0.1 ml. concentrated bromethol solution 
per kg. body weight) and that recom- 
mended for obstetrical twilight sleep (0.75 
ml. per kg.). When the patients weight 
was not known it was roughly estimated 
for the calculation of the dosage. The 
calculated amount of concentrated brome- 
thol solution is added to water at 40° C. 
to make a 3 per cent solution, which is 
given by slow rectal injection. It has been 
found that a second and third dose may be 
given at intervals of not less than three 
hours if the patient shows signs of rest- 
lessness. In one case of eclampsia admitted 
to the hospital in the same period as the 
44 cases reported, bromethol was not used 
because of the presence of concealed 
hemorrhage with shock. No ill effects of 
bromethol were noted except the occur- 
rence of bronchitis in some cases, which 
was never severe. There was a recurrence 
of convulsions atter the administration of 
bromethol in only 3 of the 44 cases. There 
were 2 maternal deaths (4.5 per cent) and 
15 fetal deaths (30.6 per cent), including 
7 stillbirths and 8 neonatal deaths. These 
results are definitely better than in cases 
of eclampsia treated in the same area in 
preceding years, and compare favorably 
with the average results reported in Scot- 
tish hospitals. 
COMMENT 
The best treatment for eclampsia is pre- 
vention, After the onset of convulsions almost 
any sedative, properly and adequately ad- 
ministered, will control and/or prevent further 
convulsions, The authors recommend bro- 
methol (avertin) per rectum for this purpose. 
We have had no personal experience with 
avertin (bromethol) but see no reason why it 
should not be an excellent agent for con- 
trolling and/or preventing convulsions. We 
have used sodium pentothal intravenously, 
which is very efficacious. Morphine, of course, 
is the old “stand-by”’—the Stroganoff method 
with many (American) modifications, Do not 
forget that when a pregnant woman whom 
you are caring for has eclamptic convulsions 
you have not rendered her adequate service. 
Alibis don’t count, Eclamptic convulsions are 
serious and frequently end in death of the 
mother, H.B.M. 
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Classical Quotations 


© When it [the placenta] comes away by expulsion, 
it always is whole, but it is subject to be broke, and 
part ef it left in the womb, if any violence be used 
for its extraction. . . . Most authors give a strict 
charge to lose no time in the extraction of this 
extraneous body lest the orifice of the womb should 
contract and obstruct its passage. . . . This fear of 
the womb closing makes many operators too hasty, 
which often prod fatal id 





SIR FIELDING OULD 
A Treatise in Midwifery, Dublin, 1742. 


Clinical Chemistry 


Quantitative Clinical Chemistry. By John P. Peters, 
M. Donald D. Van Slyke, Ph.D. 2nd Edi- 
tion. Vol. . “Interpretations.” Baltimore, 
Williams & Wilkins, [c. 1946]. 8vo. 1,041 pages, 
illustrated. Cloth, $7.00. 


This volume is a veritable ‘“‘bible” for 
the clinician and scientific investigator who 
must reach for knowledge as to the appli- 
cation of chemistry to disease and to ab- 
normal physiology. Its thousand pages are 
divided into four major presentations: 
Energy Metabolism; Carbohydrate- Chem- 
istry, Physiology, and Clinical application; 
Lipids-Steroid Hormones, Fat-soluble vi- 
tamins; Protein Metabolism (a very com- 
1 consideration). Every statement is 

acked up by adequate reference. The 
volume boasts of 4500 references. It is 
invaluable to the student and researcher 
in metabolism. 

GEORGE E. ANDERSON 
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New Edition of De Lee 


Principles and Practice of Obstetrics. By Joseph B. 
De Lee, M.D., & J. P. Greenhill, M.D. 9th Edition, 
Philadelphia, W. Saunders Co., [c. 1947]. 
Large 8vo. 1,011 pages, illustrated. Cloth, $10.00. 


This ninth edition has been extensively 
revised. Each page is now divided into 
two columns, and much of the fine print 
eliminated. Some of DeLee’s personal 
touch has been lost, yet Greenhill’s style 
is not less lucid. 

This fine book is a veritable mine of 
information, and as indispensable as it 
has always been. 

CHARLES A. GORDON 


Neuro-anatomy Text 
A Zpseooh of Neuro-Anatomy. By _ Albert Kuntz, 


-D. 4th Edition. Philadelphia, Lea & Febiger, 
£e- 51949! 8vo. 478 pages, illustrated. Cloth, 


This is the fourth edition of this au- 
thor’s widely used text book on neuro- 
anatomy. Parts of the text have been re- 
written and many of the illustrations are 
new. Other illustrations have been more 
adequately labeled. The results of recent 
studies have been incorporated. The au- 
thor has succeeded in joining structure 
and function thereby making a more read- 
able discourse on a subject considered by 
many to be most difficult. Moreover, the 
rather frequent reference to human clini- 
cal experiences increases the chance that 
the clinician will remember important de- 
tails. The fact that a fourth edition has 
been published indicates the popularity and 
usefulness of the book. 

JEFFERSON BROWDER 
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Birth 


The Story of Human Birth. By Alan Frank Gutt- 
macher, -D. Revised Edition of INTO THIS 
UNIVERSE: THE STORY OF HUMAN BIRTH. 
New York, Penguin Books, [c. 1947]. 16mo. 214 
pages, illustrated. Board, 25c. 


Though well and carefully written, 
The Story of Human Birth is not sufh- 
ciently profound in its text to qualify as 
scientific medical literature and yet is a 
little too technical for complete under- 
standing by the laity. Some sections are 
more likely to create than allay fear in 
the expectant mother’s mind. It traces to 
some extent the evolution of obstetrical 
care from mediaeval to modern times. 
In its facts it is accurate and its advice as 
to what should be expected in the way of 
prenatal, intrapartum and postpartum care 
are excellent. 

J. THORNTON WALLACE 


Ethics for the Catholic Nurse 


Medical Ethics ie Nurses. By Charles J. McFadden, 
Ph.D. Philadelphia, F. A. Davis Co., [c. 1946]. 
8vo. 356 pages. Cloth, $3.00. 


All who have the responsibility for the 
care of the sick will profit by reading this 
book. Although written for nurses, famili- 
arity with the subject matter will be an 
advantage to physicians as well. Moral 
OE i are discussed, logically pre- 
sented and sane conclusions are drawn. 
Those who are not of the Catholic faith 
will be impressed more by the logic of 
Catholic principles than by the rigidity of 
the Church laws. 

Wm. C. MEAGHER 


Physical Medicine 


Physiotherapy. By Thomas Francis Hennessey, M.D. 
Boston, Bellman Publishing Co., [c. 1946). 8vo. 
23 pages. Paper, 75c. (Vocational & Professional 
Monographs). 


This monograph gives a complete picture 
of the history, development and present 
status of Physical Medicine. The need 
for education and training of personnel 
are well stressed. There are a few imac- 
curacies noted in the text, but most of these 
do not seriously detract from its general 
merit. Some of the business angles of 
Physical Medicine are considered and are 
particularly enlightening. The work as a 
whole is pleasing, and will reward the 
brief time required for its study. 

JEROME WEIss 
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Freudian Psychoanalysis 


Technique of Psychoanalytic Therapy. By Sandor 
Lorand, M.D. New York, International Universi- 
ties Pr., [c. 1946]. 8vo. 251 pages. Cloth, $4,50. 


In this book, one may find practical 
applications of the basic principles of 
Freudian technique of psychoanalytic 
therapy. Although all the problems per- 
taining thereto are not purported to be 
covered in this succinct volume neverthe- 
less, basic problems of understanding and 
therapy of the transference neuroses are 
discussed, as well as rules of dream an- 
alysis, management of problems of trans- 
ference and counter-transference, . and 
other types of psychoneuroses and person- 
ality-character deviations. 

The value of the book is greatly en- 
hanced by a comprehensive bibliography 
and index, which facilitates a basic work- 
ing knowledge and understanding of 
Freudian psychology and therapeutic tech- 
niques. 

FREDERICK L. PATRY 


Habitual Drunkards 


Studies of Compulsive Drinkers. Part I. Case His- 
tories. B erman Wortis, M.D. & Leonard R. 
Sillman, M.D. Part II. Psychological Test Results. 
By Florence Halpern, M.A. Edited b ane F. 
Cushman, M.A. Carney Landis, Ph. . New 
Haven, Hillhouse Press, [c. 1946]. 8vo. 90 pages. 
Paper, $1.00. 

The Research Council on Problems of 
Alcohol has made possible this outstand- 
ing study of compulsive drinkers, based 
on eighteen histories compiled at the 
Psychiatric Institute and Hospital at New 
York. A careful study of these histories 
ersonality structures not signifi- 
cantly different from events and relation- 
ships found in the life history of non- 
alcoholic individuals. There is a definite 
lacking of uniformity or consistency in 
why certain individuals become involved 
in compulsive drinking. A multiplicity of 
facts and factors are inevitably at work 
and not totally dependent upon any single 
factor making for habitual inebriety. 

The psychological test results indicate 
that the alcoholic appears to be poorly 
integrated from the standpoint of emo- 
tional, volitional, and social adjustments, 
but in a different manner than one finds 
in neurotic forms of behavior. 

FREDERICK L. PATRY 
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Wharton's Gynecology 


Gynecology. With a Section on Female Urology. 
By Lawrence R. Wharton, M.D. 2nd Edition. 
Philadelphia, W. B. Saunders Co., [c. 1947]. 8vo. 
1027 pages, illustrated. Cloth, $10.00. 


The second edition of this very popu- 
lar and valuable work is as clear, concise 
and enjoyable as the first. It is 21 pages 
longer and gives us 35 more illustrations. 
The contents have been admirably sub- 
divided and the varivus subjects of each 
chapter have been included in the table 
of contents. With the remarkable success 
some operators have had with the Wer- 
theim it is hard to understand why this 
technique is absent from this work. It is 
good to see that complete colpectomy in 
the aging woman does not get the “brush- 
off” that is evident in the first edition. 
All in all it is a very valuable work. 

CHARLES H. LOUGHRAN 


Keinbock’'s Disease 
Beitrage Zur Klinik Und Pathologisch 4 i 
Der Kienbockschen Krankheit (Lunatummonalacie ). 
By Jacques Rudolf Riittner. Basel, Switzerland, 
Benno Schwabe & Co., [1946]. 8vo. 44 pages, 
illustrated. Paper, 4 fr. 


This little book contains a good correla- 
tion of clinical, pathological, and roent- 
genological features of Kienbéck’s Disease 
of the Semilunar. It is well illustrated. 

S. W. WEsTING 


Surgical Diseases of Women 
Operative Gynecology. By Richard W. Te Linde, 

ti.D, Philadelphia, J. B. Lippincott Co., [c. 1946]. 

4to. 751 pages, illustrated. Cloth, $18.00. 

This is an excellent book, well written, 
profusely illustrated and an admirable 
vade mecum for the studious resident. He 
should keep in mind, however, that many 
details of the Hopkins technic may not 
be the last word. All women are exam- 
ined under anesthesia just prior to opera- 
tion. Catgut is used for wound closure, 
with figure of eight chromic gut in the 
aponeurosis and tension sutures. Sulfan- 
ilamide is dusted into infected wounds. 
There is free use of enemata and cathar- 
tics postoperatively, and practically all pa- 
tients are kept in bed 12 to 14 days. 

Te Linde condemns the Manchester op- 
eration for severe degrees of prolapse and 
believes that the Watkins interposition op- 
eration is very useful. 

CHARLES A. GORDON 
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Clinical Psychiatry 


Practical Clinical Psychiatry. By Edward A. Strecker, 
M.D., Franklin G. Ebaugh, M.D. & Jack R. 
Ewalt, M.D. Section on Psychopathologic roblems 
of Childhood by Leo Kanner, M.D. 6th Edition. 
Philadelphia, Blakiston Co., [c. 1947]. 8vo. 476 
pages, illustrated. Cloth, $5.00. 


The Fourth Edition of this book was 
reviewed in November 1935 and was con- 
sidered a helpful treatise for any student 
or practitioner of psychiatry. 

This Sixth Edition, elaborated and 
brought up to date includes a section on 
childhood problems. It sustains the reputa- 
tion of the authors in the way the various 
psychoses are discussed and the modern 
theraeputic methods outlined. It too can 
be unreservedly recommended. 

A. E. SOPER 


Swiss Drugs 


Ubersicht der Gebrauchlicken und Neueren Arsnet- 
mittel. Fur Arste, Apotheket und Zahnarste. 

Dr. E. Bernoulli & Dr. J, Hhomann. 6th Edition. 

Basel, Switzerland, Benno Schwabe & Co., [c. 

1946]. 12mo. 508 pages. Cloth, 13.50 Fr. 

This is a pharmaceutical reference book 
of limited value, because it is rather in- 
complete and contains a superabundance 
of patent medicines with mostly local im- 

rtance. The influence of the Kranken- 

assen (panel) system accounts for the 
latter shortcoming. The book cannot be 
considered a “must” for any physician 
outside of Switzerland. 

Max G. BERLINER 


Hematopoietic System 


Estudio Etiopotogenico-Clinico de los Sindromes de 
Insuficiencia Medular Hemocitopoyetica (Agranulo- 
citosis, Trombepenia Maligna, Panmielotists). 
7 Prof. P. Farreras Valenti. Barcelona, J. M. 

assé, [c. 1945]. 8vo. 67 pages, illustrated. Paper, 
20 ptas. (Colleccion de pen wm de Investi- 
gaciones Médicas.) 


This monograph is concerned with the 
failure in function, partial or complete, of 
the medullary hematopoietic system. The 


dyscrasias studied are agranulocytosis, 
aplastic anemia and _ thrombocytopenia. 
Etiology is considered under the headings 
of intection, chemical and physical toxins, 
drug toxins, idiopathic conditions, infil- 
trating lesions, nutritional disturbances and 
hormonal influences. Diagnosis and treat- 
merit are briefly described. 

DENNIS RYAN GILLEN 
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